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1872  Clark,  Andrew,  71,  Harley-street,  W. 

1886  Clark,  Francis  William,  Ridge  House,  Staithes,  Yorkshire. 
1883  Clarke,  Ernest,  M.D.,  B.S.,  21,  Lee-terrace,  Blackheath,  S.E. 

1885  Clarke,  John  Michell,  M.B.,  2,  York  Buildings,  Clifton,  Bristol. 
1881  Clarke,  W.  Beuce,  M.B.,  46,  Harley-street,  W. 

11875  Glutton,  Henry  Hugh,  M.A.,  2,  Portland-place,  W.     (C.  1884-6.) 
^1865  Coates,  Charles,  M.D.,  10,  Circus,  Bath. 

1885  Coats,  Joseph,  M.D.,  31,  Lynedoch-street,  Glasgow. 

1856  Cockle,  John,  M.D.,  M.A.,  8,  Suffolk -street,  S.W. 

1886  Collier,  William,  M.D.,  62,  High-street,  Oxford. 

1888  Collins,  William   Job,  M.D.,  M.S.,  1,  Albert-terrace,  Regent's -park, 

N.W. 
1879  Collins,  Wm.  Maunsell,  M.D.,  10,  Cadogan-place,  S.W. 


XII 

Elected 

1878  CoLLYNS,  R.  T.  Poole,  20,  Lingfield-road,  Wimbledon. 

1888  CoLMAN,  Walter  Stacy,  M.B.,  Bridge-street,  Peterborough. 
1882  CoLQTJHOrif,  Daniel,  M.D.,  Duiiedin,  New  Zealand. 

1882  CoiiPTOX,  Fbaxcis  Charles,  72,  High-street,  Poole,  Dorset. 
1858  CooKE,  R.  T.  E.  Baeeington,  15,  St.  Nicholas-clifF,  Scarborough,  York- 
shire. 
1871  Cooke,  Thomas,  40,  Brunswick-square,  W.C. 
1866  Coombs,  Rowland  Hill,  Mill-street,  Bedford. 

1879  COOPEE,  Aethub,  20,  Old  Burlingtou-street,  W. 

1889  CoPEMAK,   Sydney    Arthur    Monckton,   M.A.,    M.B.,    St.    Thomas's 

Hospital,  Albert  Embankment,  S.E. 
1853  Cornish,  William  Robeet,  CLE.,  8,  Cresswell  Gardens,  The  Boltons, 
S.W. 

1875  Cory,  Robert,  M.D.,  73,  Lambeth  Palace-road,  S.E. 

1876  Cottle,  Wyndham,  M.D.,  3,  Savile-row,  W. 

L1861  Coupee,  John,  80,  Grosvenor-street,  W.    (C.  1870-2.) 
1873  CouPLAND,   Sidney,    M.D.,   16,  Queen   Anne-street,   W.     (C.    1878-81, 
1889-90.     S.  1886-8.) 

1884  Ceichton,  Geoege,  M.B.,  3,  Cambridge-villas,  Twickenham. 
1873  Ceipps,  William  Haeeison,  2,  Stratford-place,  W.     (C.  1883-5.) 

1877  Cbocker,  Henry  Radcliffe,  M.D.,  121,  Harley-street,  W.     (C.  1887-9.) 
1856  Croft,  John,  48,  Brook-street,  W.     (C.  1870-2.     V.-P.  1882-4) 

1879  Ceooke,  George  Feedeeick,  M.D.,  2,  Edmuud-street,  Birmingham. 
1886  Chookshank,  Edgae,  M.B.,  24,  Manchester-square,  W.     (C.  1890.) 
1861  Ceosby,  Thomas  Boob,  M.D.,  21,  Gordon -square,  W.C. 
1875  Ceoss,  Feancis  Richaedson,  5,  The  Mall,  Clifton,  BristoL 

1890  Ceowle,  Thomas  H.  Rickaed,  3,  Campden  Hill-road,  W. 
1889  Cuff,  Robeet,  M.B.,  Huntriss-row,  Scarborough. 

1885  CuLLiNGWOBTH,  Chables  James,  M.D.,  46,  Brook-street,  W. 
1871  Cumbebbatch,  Elkin,  17,  Queen  Anne-street,  W. 

1873  CUBNOW,  John,  M.D.,  3,  George-street,  Hanover-square,  W.    (C.  1882-4.) 
J1865  CuBBAN,  William,  M.D.  [33,  Auriol-road,  West  Kensington,  W.],  care 
of  Mr.  Lewis,  Gower-street. 


1884  Dakin.  W.  Radford,  M.D.,  B.S.,  57,  Welbeck-strcct,  W. 

1884  Dallaway,  Dennis,  5,  Duchess-street,  W. 

1883  Dalton,  Nobman,  M.D.,  14,  Clement's-iun,  Strand,  W.C. 
1873  Davidson,  Alexander,  M.D.,2,  Gambier-terrace,  Liverpool. 

1885  Davies,  Aethur,  M.B.,  23,  Finsbury-S(iuare,  E.C. 

L1869  Davies-Collky,  J.  Neville  C,  M.B.,  36,  Harley-street,  W.     (C.  1880-2. 
V.-P.  1890.) 
1883  Davis,  Edwin  Harry,  West  Hartlepool. 

tl859  Davis,  Francis  William,  R.N.,  Naval  Medical  Establishment,  Lisbon. 
[Agents :  Messrs.  Hallett  and  Co.,  7,  St.  Martin's-place,  Trafalgar- 
square,  W.C.J 


XIll 

Elected 

1879  Daty,  Heney,  M.D.,  29,  Southernhay,  Exeter. 

1866  Day,  William  Heney,  M.D.,  10,  Manchester-square,  W. 

1887  Delepine,  Sheeidan,  M.B.,  6,  Chapel-place,  W. 

1880  Dent,  Clinton  T.,  61,  Brook-street,  W. 

1863  Deteeeux,  Daniel,  Tewkesbury,  Gloucestershire. 
1856  Dick,  H.,  M.D. 

1871  Dickinson,   Edwabd    Haeeiman,    M.A.,    M.D.,    162,    Bedford-street, 

Liverpool. 
L1858  Dickinson,   William   Howship,  M.D.   (Peesident),  9,  Chesterfield- 
street,  W.     (C.  1866-8.     S.  1869-71.     V..  P.  1872-4.     P.  1889-90.) 

1872  Divee,  Ebenezee,  M.D.,  Kenley,  Caterham-valley,  Surrey. 

1872  DoEAN,  Alban  Heney  Gbiffiths,  9,  Granville-place,  W.     (C.  1882-4.) 

1888  Dove,  AreusTrs  Chaeles,  M.B.,  B.S.,  Parkside,  Crescent-road,  Crouch 

End,  N. 
L1866  Down,  John  Langdon  H.,  M.D.,  81,  Harley- street,  W.     (C.  1872-4.) 

1872  Dowse,  Thomas  Steetch,  M.D.,  14,  Welbeck-street,  W. 

1877  Deake-Beockman,  E.  F.,  Madras  Medical  Service  [care  of  Mr.  Lewis 

Gower-street,  W.C] 
1880  Deeschfeld,  Julius,  M.D.,  .325,  Oxford-road,  Manchester. 
1879  Deewitt,  F.  G.  Dawteey,  M.D.,  52,  Brook-street,  W.     (C.  1890.) 
1865  Duckwoeth,  Sir  Dyce,  M.D.,  11,  Grafton-street,  Bond-street,  W.     (C. 

1877.) 
L1847  Dudgeon,  Robeet  E.,  M.D.,  53,  Montagu-square,  W. 
1865  DuFFiN,  Alfeed  Baynaed,  M.D.,  18,  Devonshire-street,  Portland-place, 

W.     (C.  1872-4.) 
1868  Duke,  Olitee  Thomas,  M.B.,  India. 
1871  Dukes,  Clement,  M.D.,  B.S.,  Sunnyside,  Rugby. 
1877  DuNBAB,   J.    J.    MacWhietee,    M.D.,   Hedingham    House,   Clapham- 

common,  S.W. 
1877  Duncan,  Andeew,  M.D.,  8,  Henrietta-street,  Covent-garden,  W.C. 

1889  Duncan,  John,  M.D.,  St.  Petersburg. 

1884  Dunn,  Louis  Albeet,  M.B.,  B.S.,  10,  St.  Thomas's-street,  S.E. 

1858  DuBHAM,  Aethue  Edwaed,  82,  Brook-street,  W.     (C.  1869-71.     V.P. 

1883-5.) 
1879  Dueham,  Feedeeic,  M.B.,  82,  Brook-street,  W. 

L1880  Edmunds,  Waltee,  M.D.,  75,  Lambeth  Palace-road,  S.E. 

1882  Edwaeds,  F.  Swinfoed,  93,  Wimpole-street,  W. 
1889  Elam,  William  Heney,  New  Barnet,  Herts. 

1883  Eldee,  Geoege,M.D.,  17,  Regent-street,  Nottingham. 
1867  Ellis,  James,  M.D.,  California. 

1873  Engelmann,  Geoege  Julius,  M.D.,  A.M.,  3003,  Locust-street,  St.  Louis, 

Miss.,  U.S. 


XIV 

Elected 

L1846  Ebichskn,   Joh>-  Eeic,   LL.D.,    F.R.S.,  6,   Cavendish-place,    W.      (C. 
1849-51.  Y.-P.  1863-4.) 
1853  ETAys,  CoywAT,  M.D.,  5.  Tavistock-street,  Covent  Garden,  W.C.     (C. 
1867-8.) 

1875  EVAXS,   JrLiAN,  A.M.,   M.D.,   Physician  to   the  Victoria  Hospital  for 

Children;  123,  Finhoro'-road,  RedcliflFe-square,  West  Brompton,  S.W. 

1879  Eve,  Fbedehic  S.,  125,  Harley-street,  W.     (C.  1885-7.) 

1876  EwAET,  James  Cossae,  il.B.,  CM.,  School  of  Medicine,  Edinburgh, 

1881  EwABT,  Joseph,  M.D.,  Montpellier  Terrace,  Brighton. 

1877  EwAET,  WiXLiAir,  M.B.,  33,  Carzon-street,  W.     (C.  1889-90.) 
J1859  EwE>"S,  JoHX,  14,  WTaiteladies-road,  Clifton,  Bristol. 

1887  Etles,  Chablbs  Henbt,  Gold  Coast  Colony. 

1889  Faibbank,  Fbedebick  Rotston,  M.D.,  46,  Hallgate,  Doncaster. 

1872  Fatbeb,  Sir  Joseph,  K.C.S.I.,  M.D.  LL.D.,  F.R.S.,  53,  Wimpolc-street, 

W.     (C.  1880-2.     V.-P.  1890.) 
1872  Fexk,  Edwabd  L  ,  M.B.,  The  Old  Palace,  Richmond,  Surrey. 
1883  Fekwick,  E.  Hubbx,  5,  Old  Burlington-street,  W. 
1872  Fekwick,  Johk  C.  J.,  M.D.,  25,  North-road,  Durham. 

1863  Fexwick,  SAMrEi,  M.D.,  29,  Harley-street,  W. 

1885  Febe,  Chables,  M.D.,  Mcderin  de  Bicetre ;    Boulevard  St.  Michel,  37, 

Paris. 
1876  FiSLAT,  David  W.,  M.D.,  9,  Lower  Berkeley-street,  W.     (C.  1886-8.) 
1859  Fishes,  Alexandeb,  M.D.,  Assistant  Surgeon  R.N.,  Her  Majesty's  Ship 

"  Endymion." 

1882  Fleming,  Geoege,  C.B.,  LL.D.,  98,Tyrwhitt-road,  St.  John's,  S.E. 
1872  FoBBES,  Daniel  Mackay,  Shoreditch  Infirmary,  204,  Hoxton-street,  N. 

;i866  FosTEB,  Sir  Balthazab  Walteb,   M.D.,  M.P.,  16,  Temple-row,  Bir- 
mingham. 
1872  FOTHEBBT,     Heney    J.,   M.D.,    Physician    to    the    Metropolitan    Free 
Hospital ;  Woodthorpe  Cotes,  Roigate. 

1880  FowLBB,  James   Kingston,  M.A.,  M.D.,  35,   Clarges-street,    \\.     (C- 

1887-8.) 

1878  Fox,  Thomas  Colcott,  M,B.,  B.A.,  14,  Harley-street,  W. 

1858  Fbancis,  Chables  RiCHABD,  M.I3.,  Bengal  Medical  Establishment, Indian 
Army. 

1886  Fbbeman,  Henby  William,  24,  Circus,  Bath. 
O.M.  Fbebe,  J.  C. 

1864  Fbodsham,  John  Mill,  M.D.,  Streatham,  S.W. 

1880  Gabbett,  Henby  Singeb,  M.B.,  20,  Burlington-place,  Eastbourne. 
J1858  Gaibdneb,   William  Tbnnant,  M.D.,  LL.D.,  225,  St.  Vincent-street, 
Glasgow. 


XV 

Elected 

1870  Galton,  John  H.,  M.D  ,  39,  Anerley-road,  Upper  Norwood,  S.E. 
1855  Gamgee,  J. 

1846  Gaeeod,  Sir  Alfbed  Basing,  M.D.,  F.R.S.,  10,  Harley-street,  W.     (C. 
1851.     V.-P.  1863-5.) 

1879  Gaestang,  Thomas  Waltee  Haeeopp,  Headingley  House,  Knutsford, 

Cheshire. 

1872  Gaeton,  William,  M.D.,  58,  Bagot-street,  Wavertree,  Liverpool. 

1880  GiBBES,  Heneage,  M.B.,  University  of  Michigan,  Ann  Arbor,  Michigan, 

U.S.A. 
L1853  Gibbon,  SEPTiMrs,  M.D.,  39,  Oxford-terrace,  Hyde-park,  W. 

1878  Gibbons,  R.  A.,  M.D.,  29,  Cadogan-place,  S.W. 
1876  Gill,  John,  M.D.,  31,  Apsley-road,  Clifton,  Bristol. 

1881  Glynn,  Thomas  Robinson,  M.D.,  62,  Rodney-street,  Liverpool. 

1873  GoBLEE,  RiCKMAN  JoHN,  M.B.,  B.S.,  81,  Wimpole- street,  W.   (C.  1877-80, 

S.  1887-9.) 
1875  Godson,  Clement,  M.D.,  9,  Grosvenor-street,  W. 

1879  Godwin,  Chaeles   Henry    Young,   Surgeon   Major,   Army;   "Victoria 

Hospital,  Netley. 
1878  Golding-Bied,   Cuthbeet  H.,  M.B.,  12,  Queen  Anne-street,  W.     (C. 

1885-7.) 
1890  GooDAiL,  E.  WiLBEEFOECE,  M.D.,  Guy's  Hospital,  S.E. 

1871  GooDHABT,   James    Feedeeio,    M.D.,    25,   Weymouth -street,   W.      (C. 

1876-8,  1886-8.     S.  1883-5.) 

1875  Gould,  Alfeed  Peaece,  M.S.,  16,  Queen  Anne-street,  W.     (C.  1883-5.) 
1870  Gowees,  William  Richaed,  M.D.,  F.R.S.,  50,  Queen  Anne-street,  W. 

(C.  1878-9.) 
L1858  Gowlland,  Petee  Y.,  34,  Finsbury-square,  E.G. 
1888  Geant,  J.  DuNDAS,  M.A.,  M.D.,  CM.,  17,  Finsbury  Square,  E.C. 
1867  Geeen,  T.  Heney,  M.D.,  74,  Wlmpole-street,  W^     (C.  1871-3,  1878-9. 

S.  1875-6.     V.-P.  1886-8.) 
1873  Geeenfield,  William  Smith,  M.D.,  B.S.,  7,  Heriot-row,  Edinburgh. 

(C.  1877-80.) 
11855  Gbeenhill,  William  Alexander,  M.D.,  5,  The  Croft,  Hastings. 

1886  Geeyes,  Edwin  Hyla,  M.D.,  Rodney  House,  Suffolk-road,  Bournemouth. 
1885  Geiffith,  Waltee  Spencee  Anderson,  M.B.,  114,  Harley-street,  W. 

1887  Griffiths,  Joseph,  M.B.,  CM.,  17,  Fitzwilliam-street,  Cambridge. 

1876  Griffiths,  Thomas  D.,  M.D.,  Hearne  Lodge,  Swansea. 

1882  Gross,  Charles,  M.D.,  M.S.,  East  Dulwich-grove.  S.E. 
1861  Gueneau  de  Mussy,  Henri,  M.D.,  15,  Rue  du  Cirque,  Paris. 
1881  Gulliver,  Geoege,  M.B.,  16,  Welbeck-street,  W. 

1880  GUNN,  R.  Marcus,  M.B.,  CM.,  54,  Queen  Anne-street,  W. 
1876  Gwythee,  James,  M.B. 


XVI 

Elected 

1887  Habeeshon,  SiiirEL  Hehbeet,  M.D.,  70,  Brook -street,  W. 
11851  Hacon,  E.  Dennis,  269,  Mare-street,  Hacknej',  N.E.     (C.  1872.) 

1879  Hadden,  Waltee  BAran,  M.D.,  21,  Welbeck -street.  W.     (C.  1886-8.) 

1882  Haig,  a.,  M.B.,  30,  Welbeck-street,  W. 

1877  Hallowes,  Feedeeick  Blackwood,  Redhill,  Surrey. 
1886  Hamilton,  Datid  James,  M.B.,  1,  Albyn-place,  Aberdeen. 
1890  Han  dfield- Jones,  Montagu,  M.D.,  24,  Montagu-square,  W. 
1886  Handfoed,  Henet,  M.D.,  14,  Regent-street,  Nottingbam. 

1882  Haebinson,  Alexander,  M.D.,  County  Lunatic  Asylum,  Lancaster. 
L1848  Hare,  Charles  John,  M.D.,  Berkeley  House,  15,  Alancbester-square, 

W.     (C.  1852-4.     V.-P.1874.7.) 
L1856  Haeley,  George,    M.D.,  F.R.S.,  25,   Harley-street,  W.     (C.   1862-5. 
V.-P.  1878-80.) 
1872  Harris,  Henry,  M.D.,  Trengweath-place,  Redruth,  CornwaU. 
1879  Haeeis,  Vincent  Doemer,  M.D.,  31,  Wimpole-street,  W. 
L1858   Hart,  Ernest,  38,  Wimpole-street,  W.     (C.  1867-8.) 
1870  Hawaed,  John  Warrington,  16,  Savile-row,  W.     (C.  1879-81.     V.-P. 

1890.) 
1886  Hawkins,  Francis  Henry,  M.B.,  59,  Wimpole-street,  W. 
1856  Heath,  Christopher,  36,  Cavendish-square,  W.     (C.  1866-7.     V.-P. 
1879-81.) 

1881  Hebb,  Richard  G.,  M.D.,  9,  Suffolk-street,  S.W. 
1884  Herbert,  Charles  Alfred,  Westminster  Hospital. 

1878  Hellier,  John  B.,  M.B.,  Headingley,  Leeds. 

1879  Henderson,  George  Couetenay,  M.D.,  Kingston,  Jamaica,  West  Indies. 

1869  Hensley,  Philip  J.,  M.D.,  4,  Henrietta-street,  W. 

1884  Heeringham,  Wilmot  Parker,  M.B.,  13,  Upper  Wimpole-street,  W. 
O.M.  Hewett,  Sir    Peescott  G.,  Bart.,  F.R.S.,  Chesnut  Lodge,   Horsham, 

Sussex.     (C.  1846-52.     V.-P.  1854-7.     Pres.  1863-4.     V.-P.  1865-8.) 
1855  Hewitt,  Ghaily,  M.D.,  36,  Berkeley-square,  W.     (C.  1865-7.) 
1864  Hickman,  William,  M.B.,  1,  Dorset-square,  N.W.     (C.  1890.) 
1860  Hill,  M.   Berkeley,  M.B.,  66,  Wimpole-street,  Cavendish-square,  W. 

(C.  1874-5.) 
1875  Hitchcock,  Haeey  Knight,  M.D.,  Christowell,  Branksome-park,  Bourne- 

mouth,  Hants. 

1880  Hobson,  John  Moeeison,  M.D.,  Glendalough,  Morlnnd-road,  Croydon. 
L1854  Holmes,  Timothy,  18,  Great  Cumberland-place,  W.    (C.   1862-3.     S. 

1864-7.     C.  1868.     V.-P.  1869-71.) 
1850  Holt,  Baenabd  Wight,  14,  Savile-row,  W.     (C.  1853.) 
O.M.  Holthousb,  Cabsten.    (C.  1852-4,  V.-P.  1874-5.) 

1878  Hood,  Donald  William  Chaeles,  M.l)..  43,  Green-street,  W. 
1864  Hood,  Whaeton  P.,  M.D.,  11,  Seymour-street,  W. 

1870  Hope,  William,  M.D.,  56,  Curzon-strcct,  W. 

1882  Hopkins,  John,  Central  London  Sick  Asylum,  Cleveland-street,  W. 

1879  HoRBOCKS,  P£TEE,M.D.,  26,  St.  Thomas's- street,  S.E. 


XVII 

i:iecfed 

18)S3   HoRSLEY,  ViCTOK,  M.B.,  B.S.,  F.K.S.,  80,  Park-?tmt,  W.     (C.  1888-9.) 
L1880  HovELL,  T.  Makk,  3,  Mausfield-street,  W. 
1875  HowsE,  Hexhy  Geeenwat,  M.S.,  59,  Brook-street,  W.     (C.  1878-81.) 
1884  Hudson,  Charles    Elliott   Leopold    Barton  (Middlesex    Hospital), 
Warden  of  the  College. 
tl856  Hudson,  John,  M.D.,  11,  Cork-street,  W. 

L1854  HuLKE,  John  Whitakee,  F.R.S.,  10,  Old  Burlington-street,  W.      (C. 
1863-5.     S.  1868-72.     V.-P  1873-6, 1885-6,     T.  1877-9.     P.  1883-4.) 

1874  Humphreys,  Heney,  M.D.,  16,  Warrior  Gardens,  St.  Leonards-on-Sea. 

1883  Humphry,  George  Mueray,  M.D.,  F.R.S.,  University  of  Cambridge. 

1888  Hunter,  William,  M.D.,  St.  John's  College,  Cambridge. 

1852  Hutchinson,  Jonathan,  F.E.S.,  15,  Cavendish-square,  W.     (C.  1856-9. 

V.-P.  1872-3,  1881-3.     P.  1879-80.) 
1882  Hutchinson,  Jonathan,  junr.,  16,  Finsbury  Circus,  E.C.     (C.  1889-90.) 

1884  HuTTON,  Henry  Richmond,  M.K.,  8a,  St.  John-street,  Manchester. 

1889  Hyslop,  Theophilus  Bulkeley,M.B.,C.M.,  Betlilem  Royal  Hospital, S.E. 

1880  Ingram,  Ernest  Fortescue,  Newcastle,  Natal,  S.  Africa. 

1886  Jackson,  Arthur  Moltneux,  M.B.,  Middlesex  County  Asylum,  Tooting, 
S.W. 

1865  Jackson,  J.  Hu»hlings,  M.D.,  F.R.S.,  3,  Manchester-square,  W.     (C. 

1873-3.     V.-P.  1888-9.) 

1886  Jackson,  Philip  J..  216,  Great  Dover-street,  S.E. 

1887  Jacob,  Ernest  Heisey,  M.D.,  12,  Park-street,  Leeds. 

1875  Jalland,  William  Hamerton,  St.    Leonard's   House,  Museum-street, 

York. 

1888  James,  J.  T.,  30,  Harley-street,  W. 

J1853  Jaedine,  John  Lee,  Capel,  near  Dorking,  Surrey. 

1889  Jecks,  Cyeil,  M.D.,  University  College  Hospital  (deceased). 

1881  Jennings,  William  Oscar,  M.D.,  8,  Rue  Roy,  Paris. 
1879  Jessop,  Charles  Moore,  98,  SntLerland-avenue,  W. 

1866  Jessop,  Thomas  Richard,  31,  Park-square,  Leeds. 
1878  Johnson,  Arthur  Jukes,  Yorkville,  Ontario,  Canada, 

1876  Johnson,  Charles  Henry,  Winton  House,  Basingstoke,  Hants. 

O.M.  Johnson,  George,  M.D.,  F.R.S.,  11,  Savile-row,  W.     (C.  1846-50.     V.-P. 

1863-4,  1884-6.     T.  1880-3.) 
1888  Johnson,  Raymond,  M.B.,  B.S.,  123,  Gower-street,  W.C. 
1881  Johnston,  Joseph,  M.D.,  24,  St.  John's  Wood-park,  N.W. 
1854  Johnstone,  Athol  A.  W.,  St.  Moritz  House,  61,  Dyke-road,  Brighton. 
L1853  Jones,  Sydney,  M.B.,  16,  George- street,  Hanover-square,  W.     (C.  1864-6. 
V.-P.  1886-7.) 
1888  Jones,  Talfourd,  M.B,,  E;istbourne. 

1862  Jones,  Thomas  Ridge,  M.D.,  4,  Chesham-place,  S.W.     (C.  1882-4.) 
1886  Julee,  Henry  Edward,  77,  Wimpole-strect,  W. 

b 
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Mected 
1890  Kanthack,  a.  A.,  M.B.,  B.S.,  St.  Bartholomew's  Hospital,  E.C. 
1867  Kelly,  Chahles,  M.D.,  Broadwater-road,  Worthing,  Sussex.     (C.  1874.) 
1846  Kext,  Thomas  J.,  89,  Piccadilly,  W. 
1852  Kershaw,  W.  Watlaxd,  M.D.,  Kingston-on-Thames. 
1879  Kesteven,  William  Henry,  372,  Camden-road,  N. 
1859  Kiallmaek,  Henry  Walter,  5,  Pembridge-gardens,  W.     (C.  1875-6.) 
1882  Kidd,  Percy,  M.D.,  60,  Brook- street,  W.     (C.  1889-90.) 
1867  King,  Edwin  Holborow,  Netley  Court,  Southampton. 
1871  King,  Robert,  M.B.,  Boyfield  House,  Moulton,  Spalding,  Lincolnshire. 

1852  KiNGDON,  J.  Abernethy,  2,  New  Bank-buildings,  E.C. 

1878  Klein,  Edward  Emanuel,  M.D.,  F.R.S.,  19,  Earl's  Court-sq.,  S.W.     (C. 
1888-9.) 

1888  Kynsey,  William  Raymond,  C.M.G.,  Colombo,  Ceylon. 

1878  Lanceeeattx,  Etienne,  M.D.,  44,  Rue  de  la  Bienfaisance,  Paris. 

1882  Lane,  William  Arbuthnot,  M.B.,  M.S.,  8,  St.  Thomas's-street,  S.E. 
1865  Langton,  John,  62,  Harley-street,  W.     (C.  1882-4.) 

1886  Lankester,  Herbert,  M.D.,  1,  Elm-park-gardens,  S.W. 

1869  Larcher,    0„   M.D.Par.,   97,  Rue   de   Passy,   Paris.      [M.    Kliensieck, 

Libraire,  Rue  de  Lille,  11,  Paris,  per  Messrs.  Longmans.] 
1884  Lardek,  Herbert,  Whitechapel  Infirmary,  Bakers-row,  E. 
1873  Latham,  Peter  Wallwork,  M.D.,  17,  Trumpington-street,  Cambridge. 

1876  Law,  William  Thomas,  M.D.,  9,  Norfolk-crescent,  W. 

1883  Lawford,  John  Bowring,  M.D.,  CM.,  55,  Queen  Anne-strect,  W. 

1853  Lawrence,  Henry  John  Hughes,  Picton  House,  Llandowror,  St.  CUars. 

(C.  1873-5.) 

1887  LAwaoN,  Bernard. 

1859  Lawson,  George,  12,  Harley-street,  W.     (C.  1870-1.    V.-P.  1884-5.) 

1879  Laycock,  George  Lockwood,  M.B.,  Melbourne,  Victoria,  Australia. 
1875  Lediaed,  Henry  Ambrose,  M.D.,  41,  Lowther-street,  Carlisle. 

1852  Lee,  Henry,  9,  Suvile-row,  W.     (C.  1860-2.    V.-P.  1875-6.) 
1879  Leech,  Daniel  John,  M.D.,  96,  Mosley -street,  Manchester. 

1877  Lees,  David  B.,  M.D.,  22,  Wey mouth-street,  W.     (C.  1890,) 

1867  Lees,  Joseph,  M.D.,  21,  Brixton-road,  S.W. 

1877  Leeson,  John  Rudd,  M.D.,  CM.,  6,  Clifden-road,  Twickenham. 

1868  Legg,  John  Wickham,  M.D.     (C  1874-5.) 

1884  Leonard,  Henry  James,  M.B.,  279,  Camden-road,  N. 
1861  Licutenbero,  George,  M.D.,  47,  Finsbury-square,  E.C. 

1889  Light,  Edwin   Mellor,  M.B.,  B.C.,  The  Infirmary,  Leeds. 
1875  Lingard,  Alfred,  1,  St.  Ermin's  Mansions,  Westminster,  S.W. 

1877  Lister,  Sir  Joseph,  Bart.,  D.C.L.,  LLl).,  F.R.S.,  12,  Purk-crcscent,  W. 

(C  1880-2.     V.-P.  1887-8.) 

1878  LiTTLEJOUN,  Salter  G.,  M.B.,  CM.,  Central   London  District  Schools, 

Hanwell. 
1889  Little,  John  Fletcher,  M.B.,  60,  Welbeck-street,  W. 


XIX 
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L1862  Little,  Louis  S.,  China. 

1874  LiVEiNG,  Edward,  M.D.,  52,  Queen  Anne-street,  W. 
L1863  LiVEiNG,  Robert,  M.D.,  11,  Manchester-square,  W.     (C.  1876.) 

1882  LocKWOOD,  C.  B.,  19,  Upper  Berkeley-street,  W. 

1876  LoNGHUEST,  Arthur  Edwin  Temple,  M.D.,  4,  Eaton  Square,  S.W.     (C. 
1885-7.) 

1881  Lubbock,  Montagu,  M.D.,  19,  Grosvenor-street.  W. 

1873  Lucas,  R.  Clement,  M.B.,  M.S.,  18,  Finsbury-square,  E.C.     (C.  1883-5.) 

1880  Lund,  Edward,  22,  St.  John-street,  Manchester. 

1879  LuNN,  John  Reuben,  St.  Marylebone  Infirmary;   Rackham- street.  Lad- 
broke-grove-road,  W. 
1887  Lyon,  Thomas  Glover,  M.D.,  39,  King-street,  Cheapside,  E.C. 

1871  MacCarthy,  Jeremiah,  M.A.,  15,  Finsbury-square,  E.C.     (C.  1878-80.) 

1873  McConnell,  J.  F. 

1871  Mac  Cormac,  Sir  William,  13,  Harley-street,  W.     (C.  1878-80.) 

1882  Mackenzie,  Frederic  Morell,  29,  Hans-place,  S.W. 
1870  Mackenzie,  George  Welland,  13,  William-street,  S.W. 

1885  Mackenzie,  Hector  William  Gavin,  77,  Lambeth  Palace-road,  S.E, 
1870  Mackenzie,  John  T.,  Bombay,  India. 

1864  Mackenzie,  Sir  Morell,  M.D.,  19,  Harley-street,  W. 

1878  Mackenzie,  Stephen,  M.D.,  18,  Cavendish-square,  W.     (C.  1890.) 

1879  Maclagan,  Thomas  John,  M.D.,  9,  Cadogan-place,  S.VV. 

1865  MacLaurin,   Henry  Normand,  M.D.,  187,  Macquarie-street,  Sydney, 

New  South  Wales. 
1879  MacMahon,  James  Thomas,  146,  Wandsworth-road,  S.W. 

1876  Macnamara,  Charles,  13,  Grosvenor-street,  W. 

1879  Maceeady,  Jonathan  Foester,  51,  Queen  Anne-street,  W, 
1885  Maguire,  Robert,  M.D.,  4,  Seymour-street,  W. 

1877  Makins,  George  Henry,  2,  Queen-street,  May  Fair,  W.     (C.  1889-90.) 
1887  Malcolm,  John  David,  M.B.,  CM.,  24,  Bryanston-street,  W. 

1876  Maples,  Reginald,  Kingsclere,  near  Newbury. 

1868  Marsh,    F.    Howard,   30,    Bruton-street,   W.      (C.    1876-7.)      (V.-P. 
1889-90.) 
L1846  Marshall,  John,  F.R.S.,  92,  Cheyne-walk,  S.W.     (C.  1861.) 
L1856  Martin,  Robert,  M.D.,  51,  Queen  Anne-street,  W.     (C.  1871-2.) 

1887  Martin,  Sidney,  M.D.,  B.S.,  10,  Mansfield-street,  W. 
1889  Mason,  David  James,  M.D.,  Rosemont,  Maidenhead. 
1867  Mason,  Philip  Brookes,  Burton-on-Trent. 

1884  Maudsley,  Heney  Care,  M.D.,  11,  Spring-street,  Melbourne,  Victoria. 
L1852  May,  George,  jun.,  M.B.,  Reading. 

1888  May,  W.  P.,  M.B.,  B.S.,  Goldburn,  Eltham  Road,  Blackheatb. 

1881  Maylard,  Alehed  Ernest,  M.  B.,  4,  Berkeley-terrace,  Glasgow. 

1874  Meredith,  William  Appleton,  M.B.,  6,  Queen  Anne-street,  W. 
1859  Messer,  John  Cockburn,  M.D.,  Assistant  Surgeon  R.N. 

1866  Mickley,  George,  M.A.,  M.B.,  St.  Luke's  Hospital,  Old-street,  E.C. 


XX 

Sleeted 

1877  MiLNEB,  Edwabd,  32,New  Cavendish-street,  W. 
1882  Moket.Angel,  M.D.,  24,  Harley-street,  W. 

1879  MoOHE,  NoEiTAN,  M.D.,  The  Warden's  House,  St.  Bartholomew's  Hospital, 

E.C.     (C.  1885-7.) 

1881  MooKE,  Thomas,  6,  Lee-terrace,  Bl.ickheath,  S.E, 

1847  MoBGAN,  John,  3,  Sussex-place,  Hyde-park-gardens,  "W.     (C.  1856-8.) 
1875  MoEGAN,  John  H.,  68.  Grosvenor-street,  W.     (C.  1886-8.) 

1874  MoEisoN,  Alexandee,  M.D.,  CM.,  Dunnottar,  115,  Green-lanes,  N. 

1880  MoEisoN,  Basil  Goedon,  M.B.,  CM.,  70,  Marquess-road,  N. 

1869  MoEEis,  Henet,  M.A.,  M.B.,  2,  Mansfield-street,  W.     (C.  1877-9,  1884-6. 

S.  1881-3.     V.-P.  1888-9.) 
1879  Moeeis,  Malcolm  Alexandee,  8,  Harley-street,  W. 

1875  MoETON,  John,  M.B.,  Guildford. 

1884  MOTT,  Feedeeick  Walkee,  M.D.,  Meadowlead,  Gayton-road,  Harrow. 
1879  MoTJLLiN,  Chaeles  \V.  Mansell,  M.D.,  69,  Wimpole-street,  W. 

1878  McMFOED,  William  Lugae,  M.D.,  12,  Suffolk-street,  Pall  Mall,  S.W. 

1876  MuNEO,  William,  M.D.,  CM.,  102,  Carl-street,  Lower  Broughtou-road, 

Manchester. 

1885  MrsEAY,  Hubeet  Montague,  M.D.,  27,  Savile-row,  W. 

1864  Mtees,  Abthue  B.  E.,  43,  Gloucester-street,  Warwick-square,  S.W.     (C- 

1872.3.) 

1882  Mtebs,  a.  T.,  M.D.,  9,  Lower  Berkeley-street,  W. 
1887  MXEES,  W.  H.,  Fort  Wayne,  Indiana,  U.S.A.. 

1874  Nankivell,  Aethce  Wolcot,  St.  Bartholomew's  Hospital,  Chatham. 
1887  Nason,  Edwaed  Noel,  M.B.,  80,  Abbey-street,  Nuneaton. 

1873  Nettleship,  Edwaed,  5,  Wimpole-street,  W.     (C  1882-4.) 

1875  Newbt,  Chaeles  Henet,  15,  Landport-terrace,  Southsea,  Hants. 

1865  Newman,  William,  M.D.,  Stamford,  Lincolnshire. 
1868  Nicholls,  James,  M.D.,  Trenarren,  Newquay,  Cornwall. 

1876  Nicholson,  John  Feancis,  M.D.,  29,  Albion-street,  Hull. 
1878  NOOTT,  W.  M.,  8,  Kensington-park-road,  W. 

11864  NoBTON,  Abthue  T.,  101,  Harley-street,  W.     (C  1877-9.) 

1883  NoBViLL,  Fbedeeic  Habvet,  M.B.,  Sumraerland,  Yeovil,  Somersetshire. 
1856  NuNN,  Thomas  William,   8,  Stratford-place,  W.     (C    1864-6.     V.-P. 

1878-80.) 
1871  NuNNELKY,  Uev.  Fbbdebick  Babham,  M.D. 

1880  O'CoNNOB,  Bkbnaed,  M.D.,  Greenhill-park,  Harlesden,  N.W. 

1873  O'Fabeell,  (Ieoege  Plunkett,  M.B.,  19,  Fitzwilliam-square,  Dublin. 

1880  OoiLViE,  Geobge,  M.B.,  22,  Welbeck-street,  W. 

1880  OoiLViK,  Leslie,  M.B.,46.  Welbeck-street,  W. 

1850  Ogle,  John  W..  M.D.,  30,  Caveudish-sq.,  W.     (C.  1855-6.     S.  1857-60. 

C.  1861-3,     V.-P.  1865-8.) 
1876  OUVEU,  John  Feeens,  M.D.,  12,  Old  Elvet,  Durham. 
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1888  Openshaw,  Thomas  Hobbocks,  M.B.,  B.S.,  21,  Gower-street,  W.C. 
1860  Oeange,  William,  M.D.,  35,  Cromwell-road,  Brighton. 

1875  Oed,  William  Millee,  M.D.,  37,  Upper  Brook-street,  W.  (C.  1880-2.) 
1879  Oemeeod,  J.  A.,  M.D.,  25,  Upper  Wimpole-street,  W.     (C.  1887-9.) 

1881  Owen,  Isambaed,  M.D.,  40,  Curzon-street,  W. 

1865  OwLES,  James  Allden,  M.D.,  Hill  View,  Woking,  Surrey. 

1875  Page,  Heebeet  William,  M.A.,  M.C.  Cantab.,  146,  Harley -street,  W. 

(C.  1889-90.) 

1870  Paget,  Sir  James,  Bart.,  D.C.L.,  LL.D.,  F.R.S.,  1,  Harewood-plnce,  W. 

(P.  1887-8.) 

1884  Paget,  Stephen,  57,  Wimpole-street,  W. 

1872  Paekee,  Robert  William,  8,  Old  Cavendish-street,  W.     (C.  1881-3.) 
1874  Paekee,  Rushton,  M.B.,  B.S.,  59,  Rodney-street,  Liverpool. 
1853  Paekinson,  Geoege,  50,  Brook-street,  W. 

1882  Pastetje,  William,  M.D.,  19,  Queen-street,  Mayfair,  W. 

1885  Paul,  Frank  Thomas,  44,  Rodney-street,  Liverpool. 

1865  Pavy,  Frederick  William,  M.D.,  F.R.S.,  35,  Grosvenor-street,  W.    (C. 

1872-4.) 
1868  Payne,   Joseph   Feank,  M.D.,  78,   Wimpole-street,  W.    (C.  1873-5, 

1883-5.     S.  1880-2.     V.-P.  1888-9.) 
1872  Peaece,  Joseph  Chaning,  M.D.,  CM.,  Montague  House,  St.  Lawrence- 

on-Sea,  Kent. 
1863  Peaeson,  David  R.,  M.D.,  23,  Upper  Philllmore-place,  W. 
1884  Pedley,  F.  Newland,  32,  Devonshire-place,  Portland-place,  W. 
1879  Peel,  Robeet,  130,  Collins-street  East,  Melbourne,  Victoria. 

1889  Penbeethy,  John,  Royal  Veterinary  College,  N.W. 

1887  Penrose,   Francis   George,   M.D.,  Assistant    Physician,  St.  George's 

Hospital ;  24,  Clarges-street,  W. 
1884  Peppee,  Augxtstus  Joseph,  M.B.,  CM.,  13,  Wimpole-street,  W. 
18S8  Peeey,  Edwin  Coopee,  M.B.,  The  College,  Guy's  Hospital,  S.E. 
1878  Philipps,  Stttheeland  Rees,  M.D.,    St.  Ann's-heath,  Virginia-water, 

Chertsey. 

1871  Phillips,  Chaeles  Douglas  F.,  M.D  ,  10,  Henrietta-street,  W. 

1878  Phillips,  John  Waltee,  Physician  to  the  Benevolent  Asylum  of  ]\Iel- 
bourne ;  30,  Stanley-street,  West  Melbourne,  Victoria. 

1863  Pick,  Thomas  Pickeeing,  18,  Portman- street,  W.  (C  1870-1.  V.-P. 
1885-7.) 

1867  Pitt,  Edwaed  G.,  M.D, 

1884  Pitt,  George  Newton,  M.D.,  24,  St.  Thomas's-street,  S.E.     (C.  1890.) 

1876  Pitts,  Bernard,  M.A.,  M.B.,  31,  Harley-street,  W.     (C  1888-90.) 
1887  Pitts,  Robert  Zaccheus,  Springfield,  Chelmsford. 

1886  PococK,  Waltee,  374,  Brixton-road,  S.W. 

1883  Poland,  John,  4,  St.  Thomas's-street,  Southwark,  S.E. 
1882  Pollaed,  Bilton,  24,  Harley-street,  W. 
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L1816  PoiLOCK,  Geokge  D.  (Tettstee),  36,  Grosvenor-street,  W.      (S.  1850-3. 
C.  1854-6.     V.-P.  1863-5.     P.  1875-6.) 
1850  PoLiocK,   James   Edward,   M.D.,   52,   Upper    Brook-street,     W.     (C. 

1862-4.     V.-P.  1879-81.) 
1870  PooEE,  Geoege  Vitian,  M.D.,  30,  Wimpole-street,  W.     (C.  1883-5.) 
1876  Poet,  Heixeich,  M.D.,  48,  Finsbury-square,  E.G. 
Iil87y  POTTEB,    Heney    Peecy,    St.    Mary   Abbotts'    Infirmary,    Marloes-road, 
Kensington,  W. 

1881  Powell,  Henet  Albert,  M.A.,  1,  Tbe  Avenue,  Beckenham,  Kent. 
1866  Powell,  Richaed  Douglas,  M.D.,  62,  Wimpole-street,  W.     (C.  1S73-5, 

lSSl-3.     S.  1877-9.     V.-P.  1887-8.) 
1865  PowEE,  Henry,  37a,  Great  Cumberland-place,  W.     (C.  1876-7.) 
1884  Power,  D'Aecy,  M.A.,  M.B.,  26,  Bloom sbury-square,  W.C. 

1887  Peatt,  William  Sutton,  Weedon,  Northamptonshire. 
1884  Price,  J.  A.  P.,  M.D.,  41,  Castle-street,  Reading. 

1888  Peiestley,  R.  C,  M.B.,  81,  Linden-gardens,  W. 

1856  Peiestley,  William  Oveeend,  M.D.,  17,  Hertford-street,  W. 

1888  Pbimeose,  Alexandee,  M.B.,  CM.  196,  Simcoe-street,  Toronto,  Canada. 

1882  Peingle,  J.  J.,  M.B.,  35,  Bruton-street,  W. 

11848  PuRNBLL,  John  James,  Woodlands,  Streatham-hill,  S.W.     (C.  1858-61.) 
1865  Pye-Smith,  Philip  Heney,  M.D.,  F.R.S.,  54,   Harley-street,  W.     (C. 
1874-7.     V.-P.  1890.) 

O.M.  Quain,  Richaed,  M.D.,  LL.D.,  F.R.S.  (Teustee),  67,  Harley-street, 
Cavendish-square,  W.  (C.  1846-51.  S.  1852-6.  T.  1857-68.  Pres. 
1869-70.    V.-P.  1871-3.) 

1884  Rake,  Beaven  Neave,  M.D.,  Leper  Asylum,  Trinidad. 
l872  Ralfe,  Charles  Heney,  M.D.,  M.A.,  26,  Queen  Anne-street,  W.     (C. 
1877-9.) 

1857  Ramskill,  J.  Spence.M.D.,  Consulting  Physician  to  the  London  Hospital, 

Physician  to  the  National  Hospital  for  the  Paralysed  and  Epileptic ; 

5,  St.  Helen's-place,  Bishopsgate-street,  E.C. 
X1848  Randall,  John,  M.D.,  204,  Adelaide-road,  N.W.    (C.  1864-6.) 
1857  Ranke,  Henry,  M.D.,  Munich. 
J1890  Ransom,  William  Beamwell,  M.D.,  The  Pavement,  Nottingham. 

1865  Rasch,  Adolphus  A.,  M.D.,  7,  South-street,  Fiuibury-sqnare,  E.C. 
1887  Raven,  Thomas  Feancis,  Broadstiirs,  Kent. 

1870  Ray,  Edward  Reynolds,  Duhvich,  S.E. 

1871  Raynee,  Henry,  M.I).,  Middlesex  County  Lunatic  Asylum,  Hanwell,  W. 
L1858  Reed,  Frederick  Geoegb,  M.D.,  46,  Hertford-street,  W. 

1866  Reeves,  Henry  Albeet,  7,  Grosvenor-street,  W. 

1875  Reid,  Robert  William,  M.I).,  CM.,  University  of  Aberdeen. 
1881  Renner,    William,    M.R.C.S.,  Wilberforce-street,   Free    Town,    Sierra 
Leone. 
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1854  Reynolds,  J.   Russell,   M.D.,   F.R.S.,  38,   Grosvenor- street,  W.    (C. 
1868-9.) 

1871  Richards,  J.  Peeke,  Middlesex  County  Lunatic  Asylum,  Hanwell,  W. 

1866  RiviNGTON,  Walter,  M.S.  Lond.,  22,  Finsbury-square,  E.G. 
J1865  Roberts,  David  Lloyd,  M.D.,  11,  St.  Jolin's-street,  Manchester. 

1871  Roberts,  Frederick  Thomas,  M.D.,  102,  Harley-street,  W.     (C.  1883-5.) 

1878  Roberts,  William  Howland,  M.D.,  Surgeon,  Madras  Army. 
1888  Robertson,  Robert,  M.D.,  The  Bungalow,  Ventnor,  Isle  of  Wight. 

1885  Robinson,  Arthur  Henry,  M.D.,  Mile  End  Infirmary,  Bancroft-road,  E 

1887  Robinson,  Henry  Betham,  M.B,  St.  Thomas's  Hospital,  S.E. 
1882  Robinson,  Tom,  M.D.,  9,  Princes-street,  Cavendish-Square,  W. 

1888  Rolleston,  H.  D.,  M.B.,  13,  Upper  Wimpole-street,  W. 

1858  Rose,  Henry   Cooper,   M.D.,   Penrose    House,   Hampstead,  N.W.     (C. 
1873-4.) 

1876  Rose,  William,  M.B.,  B.S.,  17,  Harley-st.,  W. 

1879  Ross,  James,  M.D.,  CM.,  335,  Oxford-street,  Manchester. 

1875  RossiTER,  George  Frederick,  Cairo  Lodge,  Weston-super-Mare. 

1877  Roth,  Bernard,  29,  Queen  Anne-street. 

1888  Roughton,  Edmund  Wilkinson,  28,  Welbeck-street,  W. 
1858  Rouse,  James,  2,  Wilton-street,  S.W. 

1881  Routh,  Amand  Jules  McConnel,  M.D.,  B.S.,  14a,  Manchester-square,  W. 
1887  Roy,  Charles  Stuart,  M.D.,  Cambridge. 

1869  Rutherford,  William,  M.D.,  F.R.S.,  14,  Douglas-crescent,  Edinburgh. 

1882  Sainsbury,  Harrington,  M.D.,  63.  Welbeck-street,  W. 

1S53  Salter,  S.  James  A.,  M.B.,  F.R.S.,  Basingfield,  near  Basingstoke,  Hants. 

(C.  1861-3.     V.-P.  1880-2.) 
1.1852  Sanderson,  Hugh  James,  M.D.,  26,  Upper  Berkeley -street,  W. 
1854  Sanderson,  John  Bdrdon,  M.D.,  D.C.L.Durham,  F.R.S.,  50,  Banbury- 

road,  Oxford.     (C.  1864-7.     V.-P.  1873-4.) 

1875  Sangster,  Charles,  148,  Lambeth-road,  S.E. 

1877  Sankey,  H.  R.  O.,  M.B.,  Boreatton  Park,  Baschurch,  Salop. 

1886  Saundby,  Robert,  M.D.,  83a,  Edmund-street,  Birmingham. 

1871  Saunders,  Charles  Edward,  M.D.,  Sussex  County  Lunatic  Asylum, 

Hay  ward's  Heath. 
1873  Savage,  George  Henry,  M.D.,  3,  Henrietta-street,  Cavendish-square, 

W.     (C.  1881-3.) 
1882  Savill,  Thomas  Dixon,  M.D.,  Paddington  Infirmary,  285.  Harrow-road, 

W. 
1877  Semon,  Felix,  M.D.,  89,  Wimpole-street,  W.     (C.  1885-7.) 
11852  Semple,  Robert  Hunter,  M.D.,  8,  Torrington-square,  W.C.   (C.  1859-61.) 

1872  Sergeant,  Edward,  Town  Hall,  Bolton,  Lancashire. 

1876  Sharkey,  Seymour  J.,  M.D.,  2.  Portland- place.  W.     (C.  1884-6.) 

1880  Shattock,  Samuel  G.  (Hon.  Secretary),  4,  Crescent-road,  the  Downs, 

Wimbledon.     (C.  1885-7.) 
1885  Shaw  Lauriston  Elgie,  M.D.,  10,  St.  Thomas's-street,  S.E. 


XXIV 


Elected 
188-i  Sheild,  AKTHrB  MABMADrKE,  M.B.,  B.S  ,  20,  Stratford-place,  Oxford- 
street,  W. 

1886  Sheeeington,  C.  S.,  M.B.,  Gonville  and  Caius  College,  Cambridge, 
1856  Shillitoe,  Buxtox,  2,  Fiederick's-place,  E.C. 

1,1855  Sibley,  SEPTiurs  W.,  7,  Harley-street,  W.    (C.  1863-5.     V.-P.  1879-81.) 

1887  Sibley,  Waltee  Exowsley,  7,  Harley-street,  W. 

1875  SiDDALL,  Joseph  Boweh,  M.D.,  CM.,  Conybeare,  Nortbam,  Bideford. 
1880  SiLCOCK,  A.  QrAEHY,  M.D.,  B.S..  52,  Harley-street,  W.     (C.  1888-90.) 
1866  Sims,  Feaxcis  Maxley  Boldeeo,  12,  Hertford- street,  W. 
1887  Smallpeice,  William  Doxald,  42,  Queen  Anue's-gate,  S.W. 
J1875  Smee,   Alfeed    Hutchinson,    The    Grange,   Hackbridge,   Carsbalton, 
Surrey. 
1879  Smith,  E.  Xoble,  24,  Queen  Anne-street,  W. 

1887  Smith,  Feedebick  John,  M.B.,  7,  West-street,  Fiusbury-circus,  E.C. 
1875  Smith,  Geoege  John  Malcolm,  M.B.,  Hurstpierpoint,  Sussex. 

1872  Smith,  Gilbaet,  M.D.,  68,  Harley-street,  W. 
1878  Smith,  Heebeet  Ukmson,  M.B.,  Cape  Colony. 

1873  Smith,  Richabd  T.,  M.D.,  53.  Haverstock-hill,  N.W. 

1883  Smith,    Robeet  Peecy,  M.D.,  Betblem  Royal   Hospital,   St    George's 
Road,  S.E. 

1869  Smith,  Robeet  Shingleton,  M.D.,  Deepholm,  Clifton  Pa'k,  Bristol. 
1856  Smith,  Thomas,  5,  Stratford-place,  W.  (C.  1867-9.  V.-P.  1877-8.) 
1866  Smith,  William,  Melbourne,  Australia. 

1870  Smith,  William  Johnson,  Seamen's  Hospital,  Greenwich,  S.E.     (C. 

1879-81.) 
L1869  Smith,  William  Wilbeefoece,  M.D.,  14,  Stratford-place,  W. 
1870  Snow,  W^illiam  Vicaey,  M.D.,  Richmond  Gardens,  Bourueniouth. 

1888  Solly,   Eenest,   M.B.,   St.    Thomas's    Hospital,   Albert    Embankment, 

S.E. 
1868  SouTHEY,  Reginald,  M.D.,  32,  Grosvenor-road,  Pimlico.     (C.  18S2-4.) 

1887  Spencee,  Waltee  Geoege,  M.B.,  94,  Wimpole-street,  W. 

1888  Spiceh,  Robeet  Heney  Scanes,  M.D.,  28,  Welbeck-street,  W. 
1868  Spey,  G.  Feedebick  Hume,  M.D.,  Junior  United  Service  Club,  S.W. 
1861  Squiee,  Alexandee  Balmanno,  M.B.,  24,  Weymouth-street,  W. 
1885  Squiee,  John  Edwabd,  M.D.,  53,  Harley-street,  W. 

1890  Stabb,  Ewen  Cahthew,  Royal  Free  Hospital,  Gray's  Inn-road,  W.C. 

1889  Stewaet,  Edwaed,  M.U.,  8,  Upper  Wimpole-street,  W. 
11854  Stewaet,  William  Edwabd,  16,  Harley-street,  W. 

1879  Stielino,  Edwabd  Cuaeles,  Adelaide,  South  Australia  [care  of  Messrs. 
Elder  &  Co..  7,  St.  Helen's  Place,  E.C. 

1883  Stoker,  Geobge,  14.  Hertford-street,  W. 

1881  Stokes,  Henky  Fbaskb,  2,  Highbury-crcsccnf,  N. 

1884  Stonuam,  Cuaeles,  Gt,  Welbeck-street,  W. 

1875  Stueqe.W.  A.,  M.I).,  29,  Houlevard  Dubouchage,  Nice. 
Llb71  SUTilBKLAND,  Henkv,  M.I).,  6,  Kiehmoud-terracc,  Whitehall,  S.W. 
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Elected 
1864  Sutton,  Henet  G  ,  M.B.,  Physician  to,  and  Lecturer  on  Pathology  at, 
the  London  Hospital ;  9,  Fiusbury-square,  E.G.     (C.  1875-6.     (V.-P. 
1889-90.) 
1882  Sutton,   John  Bland,  48,  Queen  Anne-street,  W.     (C.  1887-90.) 
J1867  Swain,  William  Paul,  17,  The  Crescent,  Plymouth. 
1881  Symonds,  Chaetees  James,  M.S.,  26,  Weymouth-street,  Portland-place, 
W.     (C.  1886-8.) 

1870  Tait,  Robebt  Lawson,  7,  The  Crescent,  Birmingham. 
1886  TAEaETT,  James  Henet,  M.B.,  M.S.,  Guy's  Hospital,  S.E. 

1864  Tatham,  John,  12,  George-street,  Hanover-square,  W. 

1870  Tat,  Waeen,  4,  Finsbury-square,  E.C.     (C.  1881-2.) 

1885  Tatloe,  Henet  H.,  Hospital  for  Consumption,  Brompton,  S.W. 

1871  Tatloe,  Feedeeick,  M.D.,  20,  Wimpole-street,  W.     (C.  1879-81.) 
1880  Tatloe,  Setmoue,  M.D.,  M.C.,  16,  Seymour-street,  W. 

1879  Thin,  Geoege,  M.D.,  22,  Queen  Anne-street,  W.     (C.  1889-90.) 

1870  Thomas,  John  Davies,  M.D.,  52,  North -terrace,  Adelaide,  South  Aus- 
tralia [care  of  Mr.  H.  K.  Lewis,  Gower-street]. 

1852  Thompson,  Sir  Henet,  Knt.,  35,  Wimpole-street,  W.  (S.  1859-63.  C. 
1865-7.     V.-P.  1868-70.) 

1884  Thomson,  John,  M.B.,  CM.,  18,  Walker-street,  Edinburgh. 

1874  Thoenton,  John  Knowslet,  M.B.,  22,  Portman-street,  W. 

1872  Thoenton,  William  Pugin,  35,  St.  George's-road,  Canterbury. 

1865  Thoeowgood,  J.  C,  M.D.,  61,  Welbeck-street,  W,     (C.  1876-8.) 

1880  Tihaed,  Nestoe  Isidoee,  M.D.,  28,  Weymouth-street,  W, 
18S4  TivT,  William  James,  8,  Lansdowne-place,  Clifton,  Bristol. 

1856  Tomes,  Sir  John,  F.R.S.,  Upwood  Gorse,  Caterham,  Surrey.     (C.  1867-9.) 
1864  ToNGE,  MOEEis,  M.D.,  Harrow-on-the-hill,  Middlesex. 
1882  Tooth,  H.  H.,  M.D.,  34,  Harley-street,  W. 

1886  Totsuka,  Kankai. 

11872  Townsend,  Thomas  Sutton,  68,  Queen's  Gate,  S.W. 
1888  Teeveltan,  E.  F.,  M.D.,  Seamen's  Hospital,  Greenwich,  S.E. 

1881  Teeves,  Feedeeick,  6,  Wimpole-street,  W.     (C.  1887-90.) 
1851  Teottee,  John  W.,  Bossall  Vicarage,  York.     (C.  1865-9.) 
1859  Teuman,  Edwin  Thomas,  23,  Old  Burlington-street,  W. 
1888  TuBBT,  Aleeed  Heebeet,  M,B.,  39,  Finsbury-circus,  E.C. 
1867  Tuckwell,  Henet  Matthews,  M.D.,  64,  High-street,  Oxford. 
1858  Tudoe,  John,  Dorchester,  Dorset. 

L1875  Tuenee,  Feancis  Chaelewood,  M.D.,  15,  Finsbury-square,  E.C.  (C. 
1884-6.) 

1882  Tuenee,  Geoege  Robeetson,  49,  Green-street,  W. 

1863  Tuenee,  James  Smith,  12,  George-street,  Hanover-square,  W. 

1858  Tuetle,  Feedeeick,  Clifton  Lodge,  Woodford,  Essex. 

1880  Ttson,  William  Joseph,  M.D.,  10,  Langhorne-gardens,  Folkestone. 

11854  Vaset,  Chaeles,  112,  Cambridge-gardens,  Notting-hill,  W. 


XXVI 

Elected 
1867  Venking,  Edgcombe,  30,  Cadogan-place,  S.W. 

1889  VoELCKEB,  Aethue  Feancis,  M.D.,  B.S.,  39,  Argyll-road,  Kensington, 

W. 

rl867  Wagstaffe,  William  Warwick,  B.A.,  Purleigh,  St.  John's-hill,  Seven- 
oaks.     (C.  1874,  1878-80.     S.  1875-7.) 
lO.M.  Waite,  Chables  D.,  M.D.,  3,  Old  Burlington-street,  W. 
1885  Wakley,  Thomas,  jun.,  5,  Queen's-gate,  S.W. 

1881  Wallee,    Betan    Chaeles,   M.D.,   Masongill    House,    Cowau-bridge, 
Kirkby- Lonsdale. 

1890  Wallis,  Fredeeick  Chaeles,  M.B.,  M.S.,  18,  St.  James's-street,  S.W. 

1888  Walsham,  Hugh,  M.A.,  M.B.,  B.C.,  134,  Harley -street,  W. 

1873  Walsham,  William  Johnson,  M.B.,  CM.,  27,  Weymouth-street,  W. 

(C.  1881-3.) 
1859  Walters,  John,  M.B.,  Reigate,  Surrey. 

1889  Washbouen,  John  Wychenfoed,  M.D.,  14,  St.  Thomas's-street,  S.E. 
1877  Wateehouse,    Chaeles,    M.B.,    M.C.,  Carl    Ludwigstrasse,  Wiihriug, 

Vienna. 

1880  DE  Wattetille,  Aemand,  M.A.,  M.B.,  30,  Welbeck-street.W. 

1890  Webb,  Chaeles  Feeee,  M.D.,  New-street  House,  Basingstoke. 

1,1858  Webee,  Heemann,  M.D.,  10,  Grosvenor-street,  W.     (C.  1867-70.     V.-P. 
1878-80.) 

1876  Weie,  Aechibald,  M.D.,  St.  Mungbo's,  Great  Malvern. 

1864  Welch,    Thomas    Davies,    M.D.,    Fairmount,    Fritb-hill,   Godalming, 

Surrey. 
1853  Wells,  Sir  Thomas  Spenceb,  Bart.,  3,   Upper   Grosvenor-street,   W. 

(C.  1865-8.     V.-P.  1876-7.) 
11851  West,  Chaeles,  M.D.,  55,  Harley-street,  W.    (C.  1856-7.) 

1877  West,  Samuel,  M.D.  (Hon.  Seceetaet),  15,  Wiinpole-street,  W.    (C. 

1884-6.     S.  1889-90.) 
1888  Wetheeed,  Feank  J.,  M.B.,  34,  Queen  Anne-street,  W. 
1867  Whipham,   Thomas    Tilltee,    M.B.,   11,   Grosvenor-street,  W.      (C. 

1880-2.) 

1869  Whipple,  John  H.  C,  M.D.,  Army  Medical  Staff. 

1877  White,  Chaeles  Haydon,  20,  Sliakcspeare-street,  Nottingham. 

1881  White,  William  Hale,  M.D.,  65,  Harley-street,  W.    (C.  1888-90.) 
1886  White,  William  Heney,  M.D.,  43,  Weymouth-street,  W. 

JI868  Whitehead,  Waltee,  24,  St.  Ann's-square,  Manchester. 
1877  Wuitmoee,  William  Tickle,  7,  Arlington-street,  S.W. 

1870  Wicksteed,  Feancis  William,  Chester  House,  Weston-super-Mare. 
1869  Wilkin,  John  F.,  M.D.,  M.C.,  New  Beckcnham,  Kent. 

1871  Wilkinson,  J.  Sebastian,  New  Zealand. 

1,1855  WiLKS,  Samuel,  M.D.,  F.R.S.  (Tedstee),  72,  Grosvenor-street,  W.     (C. 
1857-60.     V.-P.  1869-72,  1883-5.     P.  1881-2.) 
1879  WiLLCOCKS,  FuEDKUiCK,  M.D.,  14,  Mandeville-placc,  W. 
1886  Willett,  Eugae  William,  M.B.,  60,  Welbeck-street,  W. 


XXVII 

Elected 

1869  Williams,  Aleeet,  M.D.  (Travelling). 
5:1858  Williams,  Charles,  48,  Prince  of  Wales-road,  Norwich. 

1866  Williams,  Charles  Theodoee,  M.D.,  2,  Upper  Brook-street,  W.     (C. 
1875-8.) 

1881  Williams,  Dawson,  M.D.,  B.S.,  25,  Old  Burlington-street,  W. 

1872  Williams,  John,  M.D.,  11,  Queen  Anne-street,  W.     (C.  1878-80.) 

1881  Williams,  W.  Roger,  34,  Welbeck-street,  W. 

1864  Williams,  W.  Rhys,  M.D.,  Linden  House,  Bertie-road,  Leamington. 
1876  Williamson,  James  Mann,  M.D.,  Ventnor,  Isle  of  Wight. 

1863  Willis,  Francis,  M.D.,  The  Spa,  Braceborough,  Stamford. 
1889  Wilson,  Albert,  Leytonstone,  Essex. 

1888  Wilson,  Claude,  M.D.,  CM.,  6,  York-road,  Tunbridge  Wells. 
1859  Wilson,  Edward  Thomas,  M.B.,  Montpelier-terrace,  Cheltenham. 
1859  Wilson,  Robert  James,  7,  Warrior-square,  St.  Leonards-on-Sea. 

tl861  Windsor,  Thomas,  Medical  Library,  Boston,  Mass.,  U.S.  [care  of  B.  F. 
Stevens,  4,  Trafalgar-square,  W. 

1889  WiNGRATE,  V.  Harold    Wyatt,   3,  Vernon  Chambers,   Southampton- 

row,  W.C. 
1874  Wiseman,  John  Greaves,  Dearden-street,  Ossett,  Yorkshire. 

1865  WiTHEEBY,  William  H.,  M.D.,  Pitt-place,  Coombe,  Croydon. 

1850  Wood,  John,  F.R.S.,  61,  Wimpole-street,  W.  (C.  1857-9.     V.-P,  1872-4. 

T.  1884-7.) 
1887  Wood,  T.  Outterson,  M.D.,  40,  Margaret- street,  W. 
1854  Wood,  William,  M.D.,  99,  Harley-street,  W. 
1876  Wood,  William  Edward  Ramsden,  M.A.,  M.D.,  The  Priory,  Roehamp- 

ton,  S.W. 
1883  Woodcock,  John  Rostron,  155,  Hagley-road,  Birmingham. 

1883  WooDHEAD,  German  Sims,  M.D.,  6,  Marchhall-crescent,  Edinburgh. 
1879  Woodward,  G.  P.  M.,  M.D.,  Deputy  Surgeon-General  j    Sydney,  New 

South  Wales. 

1884  Woets,  Edwin,  6,  Trinity  Street,  Colchester. 

1869  Wtman,  William  S.,  M.D.,  Red  Brae,  18,  Putney-hill,  S.W, 

1890  Wynne,  Edwaed  T.,  M.B.,  County  Asylum,  Whittingham,  Preston. 
1884  Wtntee,  Waltee  Essex,  30,  Upper  Berkeley-street,  W. 

1872  Young,  Hbney,  M.B.,  Monte  Video,  South  America. 
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ANNUAL  EEPOUT  OF  COUNCIL, 

1889-90. 

PRESENTED  AT  THE  ANNUAL  MEETING,  JANUARY  7th,  1890. 


TOTJE  Council  has  this  year  to  report  a  change  in  the  habitation 
of  the  Society,  depending  upon  the  fact  of  the  Royal  Medical 
and  Chirurgical  Society  having  left  their  premises  in  Berners  Street 
and  moved  to  20,  Hanover  Square.  The  new  accommodation  will 
be  better  than  that  hitherto  provided,  and  the  rent  will  be  greater — 
100  guineas  instead  of  the  75  guineas  previously  paid.  A  written 
agreement  will  be  entered  into  between  the  two  Societies  for  a  term 
of  seven,  fourteen,  or  twenty-one  years  at  this  rate,  and  it  is  anti- 
cipated that  the  funds  of  the  Society  will  bear  this  extra  strain. 

As  on  many  former  occasions,  it  is  possible  to  report  an  increase 
in  the  number  of  members ;  the  complete  list,  including  eleven 
honorary  members,  being  now  725  (of  whom  256  are  non-resident). 
Twenty-one  new  members  have  been  elected,  of  whom  seven  are 
non-resident.  There  have  been  three  resignations  and  ten  deaths. 
Amongst  the  latter  are  two  of  honorary  members,  Professor 
Donders  and  Dr.  C.  J.  B.  Williams.  Dr.  Williams  was  the  first 
President  of  Society  in  1846,  and  from  that  time  forward  took  a 
lively  interest  in  its  welfare.  The  deaths  amongst  ordinary 
members  are  those  of  Dr.  Cumberbatch,  Dr.  Duff,  Dr.  Fish, 
Dr.  Habershon,  Dr.  Price-Jones,  Dr.  Protheroe  Smith,  Dr.  Sankey, 
and  Dr.  Wooldridge.  In  Dr.  Wooldridge  we  have  lost  a  worker 
of  great  originality  and  industry,  who  had  already  contributed 
papers  of  much  scientific  value  to  our  '  Transactions.'  Pour  resident 
members  have  during  the  past  year  become  non-resident,  and  one 
non-resident  has  become  resident. 
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The  total  number  of  members  •who  have  compounded  on  the 
terms  of  the  sliding  scale  introduced  during  the  part  session  is 
twenty-seven  and  the  amount  jDaid  by  them  is  .£118  13s. ;  but 
this  will  not  increase  the  available  funds  of  the  Society,  as  it 
has  been  determined  that  all  composition  fees  should  in  future  be 
iuvested. 

The  balance  at  the  Society's  bankers  is  now  dSlOl  6s.  9d.  as 
compared  with  <£60  19s.  Id.  last  year;  this  does  not,  however,  re- 
present an  improvement  in  our  financial  condition,  but  depends 
chiefly  on  the  increased  payments  under  the  sliding  scale  for  com- 
position fees,  and  also  partly  on  the  fact  that  there  are  this  year  a 
certain  number  of  outstanding  bills.  If  all  the  factors  were  taken 
into  account  the  actual  balance  would  be  ^868  6s.  9d. 

Some  modifications  have  been  introduced  in  the  method  of 
working  of  the  Morbid  Growths  Committee.  It  has  been  decided 
to  print  the  names  of  the  members  serving  upon  it  in  the  '  Transac- 
tions ' — a  practice  not  hitherto  followed — and  to  discuss  each  report 
at  a  meeting  of  the  whole  Committee  before  presenting  it  to  the 
Society.  This,  it  is  hoped,  will  add  weight  as  well  as  efficiency 
to  these  reports. 

In  conclusion,  the  Council  is  confident  that  the  contents  of  this 
volume,  both  in  respect  to  the  value  of  the  contributions  and  the 
style  of  the  illustrations,  will  not  be  found  inferior  to  those  of  any 
of  its  predecessors. 

W.  H.  Dickinson. 
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SESSION     1889-1890, 


I.  DISEASES,  ETC.,  OF  THE  NERVOUS  SYSTEM. 

1.  Subdural  h(Bmatoma.      [Card  specimen.) 
By  A.  M.  Jackson. 

FROM  a  case  of  general  paralysis  of  the  insane.     Patient,  aged  37, 
was  admitted  into  the  Asylum  on  July  22nd,  1889,  with  mental 
symptoms  of  general  paralysis  well  marked. 

On  December  1st  paralysis  of  lower  extremities  was  more  marked. 
Further  symptoms  during  life  were  drowsiness  and  dysphagia.  He 
was  in  a  semi-comatose  condition  the  last  forty-eight  hours  of  life, 
dying  on  December  16th. 

The  hsemorrhage  was  extensive,  cowring  both  hemispheres  ;  dura 
mater  only  lightly  adherent ;  under  surface  of  haemorrhage  on  left 
side  was  marked  by  the  convolutions  of  the  brain  ;  surface  of  brain 
was  depressed  on  both  sides  and  stained  yellowish  red.  No  source 
was  discovered  for  the  haemorrhage. 

From  the  Middlesex  County  Asylum,  Tooting. 

Decemher  17,  1889. 
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2.    Case   of  right  lateral  homonymous   hemianopsia.     Arterio- 
sclerotic softening  of  left  cuneus,  ^c. 

Bj  Sheridan  Delepine,  M.B.,  B.Sc. 

[With  Plate  I.] 

PRELIMINARY  E-EMARKs. — Dr.  DiclviusoD,  uuclei"  whose  care  the 
patient  who  forms  the  subject  of  this  communication  was,  has 
kindly  permitted  me  to  bring  before  the  Society  the  results  of  the 
post-mortem  examination.  Moreover,  he  has  put  at  my  disposal  the 
careful  clinical  notes  taken  for  him  by  his  very  able  clerk,  Mr.  G. 
E.  Hale,  and  has  enabled  me  thus  to  make  a  short  abstract  of  these 
notes.  The  case  is  full  of  interest  clinically  as  well  as  pathologically, 
but  I  have  intentionally  avoided  all  reference  to  symptoms  or  other 
phenomena  which  had  no  direct  connection  with  the  lesions  which 
I  was  able  to  discover  after  death. 

Without  Dr.  Dickinson's  notes  the  case  would  have  been  of 
little  interest,  and  I  feel  therefore  indebted  to  him  for  the  most 
important  part  of  this  paper. 

History  of  the  patient. 

The  patient  was  55  years  of  age  when  seen  first.  Before  the 
age  of  27  he  had  served  as  a  footman. 

Then  (i.  e.  twenty-nine  years  before  his  death)  he  entei'ed  the 
mercantile  marine,  and  while  in  that  service  he  visited  China,  Japan, 
the  East  and  the  West  Indies.  After  leaving  the  sea  he  became  a 
railway  signalman. 

He  had  no  history  of  gout,  rheumatism,  or  syphilis. 

He  had  been  a  teetotaler  for  twenty-two  years.  (This  last  fact, 
it  should  l)e  remembered,  rather  imjdies  that  he  was  not  an 
abstainer  previously,  and  as  he  had  l)oen  both  a  footman  and  a 
sailor  before  he  became  a  teetotaler,  I  tliink  it  may  be  surmised 
that  he  had  l)een  inclined  to  drink  in  the  early  part  of  his  life.) 

On  the  26th  of  May,  1889  {L  e.  about  eight  months  before  death), 
whilst  in  the  signal-box,  he  suddenly  noticed  that  the  needle  of 
the  "  telegraph  instrument "  seemed  to  become  dull,  that  he  could 
not  see  to  his  right,  and  he  staggereJ,  having  to  support  himself  by 
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leaning  against  a  lever.  He  was,  however,  sufficiently  conscious, 
and  able  to  use  Lis  arms  and  eyes  to  continue  his  duties  for  thirty- 
four  minutes,  and  to  walk  home  afterwards  with  support. 

(He  thought  that  about  two  hours  later  he  could  not  use  the  left 
hand,  and  that  there  was  some  loss  of  sensation  in  it.  The  hand, 
however,  recovered  in  a  few  hours. ^) 

He  was  laid  up  for  six  weeks  and  then  returned  to  his  work,  but 
could  not  perform  his  duties  satisfactorily,  owing  to  giddiness, 
occipital  pain,  and  occasional  numbness  of  the  right  hand. 

About  the  beginning  of  October  {i.  e.  three  months  and  a  half 
before  death),  when  pulling  at  a  lever,  he  suddenly  felt  as  if 
"  something  had  gone  with  a  snap  in  the  back  of  his  head,"  and  as 
if  "something  was  pressing  on  the  top  of  his  head;"  he  had  also 
pain  and  dizziness.  After  remaining  in  bed  for  a  fortnight  he 
became  an  out-patient  at  St.  George's  Hospital  under  Dr.  Owen, 
who  took  the  following  notes  among  others. 

October  18th. — Giddiness  in  the  head  (not  vertigo).  Pain  in 
occipital  region.  Part  of  the  field  of  vision  of  the  right  eye  gone. 
Right  hand  numb  at  times.  Heart  apex  in  nipple  line.  Urine  1020, 
golden,  albuminous. 

24th. — Less  numbness  of  hands. 

November  21st.  —Pain  in  cardiac  region. 

The  patient  was  sent  over  to  Mr.  Frost  for  ophthalmoscopic  and 
perimetric  examination,  and  Mr.  Frost  gave  the  following  report 
on  October  19th : 

"  The  visual  acuity  was  normal.  In  each  eye  the  right  half  of 
the  visual  field  was  lost,  and  the  retained  field  included  the  fixation 
point.  In  the  right  eye  there  was  also  slight  concentric  contraction 
of  the  field,  and  the  function  was  retained  over  a  narrow  strip  at 
the  outward  periphery  of  the  field  (see  diagram,  p.  6).  The  fundi 
were  normal." 

On  November  30th  (forty-three  days  before  death)  the  patient 
was  taken  into  St.  George's  Hospital  as  an  in-patient  under  Dr. 
Dickinson.  (Instead  of  detailing  the  symptoms  observed  daily 
Avhilst  the  patient  was  under  close  observation  it  will  be  more  advan- 
tageous to  give  now  a  short  synopsis  of  them,  which  I  have  pre- 
pared as  carefully  as  possible  from  the  notes  handed  over  to  me  by 
Dr.  Dickinson.) 

'   From  Mr.  Frost's  notes. 
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Syuojjsis  of  symptoms. 

General  appearance  of  the  patient. — Well  nourished.  Old-looking 
for  bis  age,  hair  nearly  white ;  arcus  senilis  in  the  form  of  "  alse 
spreading  from  the  margin  of  the  iris  on  each  side."  Complexion 
sallow.     Dyspnoea.     Legs  and  feet  considerably  oedematous. 

Temperature. — Almost  constantly  subnormal,  varying  between 
96^  and  98^  F.  On  four  occasions  it  rose  to  99°  or  99-5° ;  and 
on  the  night  before  death  it  reached  100°,  i.  e.  the  highest  point 
whilst  the  jiatient  was  under  observation. 

Circulatory  symptoms. — During  the  whole  time  the  patient  was 
under  observation  these  symptoms  were  at  the  same  time  remark- 
able for  the  constancy  of  their  main  elements  and  the  variability  of 
their  intensity.  There  were  undoubted  signs  of  cardiac  enlargement. 
Dr.  Dickinson  heard  on  several  occasions  a  faint  apical  systolic 
murmur,  which  at  other  times  was  inaudible. 

The  rhythm  of  the  heart  was  peculiar,  and  described  by  Dr. 
Dickinson  as  "galloping  irregular."  The  beats  were  extremely 
variable  in  intensity,  and  at  times  very  rapid.  The  most  remarkable 
feature  of  all  was  perhaps  the  state  of  the  pulse. 

The  pulse  was  very  irregular  in  every  respect,  and  at  times  became 
quite  imperceptible.  The  number  of  pulsations  recognisable  at  the 
wrist  did  not  always  correspond  with  that  of  cardiac  imjiulses.  The 
most  striking  differences  were  specially  noted  on  nine  occasions  by 
Dr.  Dickinson,  Dr.  Sisley,  and  Mr.  Hale  thus  : 

1.  Dec.  2ud. — The  cardiac  beats  numbered  125; 


2. 

„     3rd. 

3. 

„     4th. 

4. 

„     6th. 

5. 

„     7th. 

6. 

„  16th. 

7. 

„  20th, 

8. 

„  2Gth. 

9. 

„  30th. 

125 

the  radial  beats  78. 

126 

78. 

128 

78. 

151 

(hardly 

perceptible) 

162 

75. 

100 

68. 

84 

72. 

105 

;               ,,              54. 

152 

72. 

Ou  those  days  the  patient  also  complained  of  attacks  of  painful 
palpitations,  which  must  have  been  mild  attacks  of  angina  pectoris ; 
some  of  these  lasted  about  one  hour. 

The  pulse  was  all  through  very  feeble,  and  at  times  could  not  be 
felt  at  all.  (It  will  be  noticed  that  when  the  number  of  pulsations 
felt   at   the  wrist   did  not  correspond  to  the  number  of  cardiac 
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beats,  the  first  was  always  smaller  than  the  latter;  this  plainly 
indicates,  what  is  otherwise  pretty  evident,  that  the  reason  of  the 
discrepancy  between  the  two  was  the  rapid  weakening  of  the  pulse 
wave  as  it  extended  along  the  vessels.  Owing  to  the  irregular 
action  of  the  heart  some  beats  were  much  weaker  than  the  others, 
and  died  on  the  way.  (It  is  probable  that  at  the  time  of  the 
attacks  recorded  above  there  was  also  a  sjjasm  of  the  small  arte- 
ries.) 

Respiratory  symptoms. — From  the  first  there  was  at  both  bases 
impairment  of  resonance,  and  fine  moist  rales  could  be  heard.  The 
breathing  was  quick  (37  to  40  inspirations  in  the  minute).  From 
the  6th  of  December  to  about  the  13th  the  breathing  was  very  irre- 
gular, and  assumed  the  Cheyne-Stokes  character.  The  existence  of 
pulmonary  congestions  and  aj)oplexy  was  recognised  on  several 
occasions.  But  three  days  before  death  the  symptoms  of  pulmonary 
apoplexy  became  very  much  more  serious,  this  complication  being 
probably  the  actual  cause  of  death. 

Symptoms  connected  tvith  the  alimentary  canal. — At  first  the  appe- 
tite was  good  and  the  bowels  moderately  open.  The  liver  was  large. 
On  December  6th  the  liver  became  larger.  On  the  9th  or  10th 
diarrhoea  set  in  (the  temperature  at  the  same  time  reached  99"5°, 
i.  e.  the  highest  point  attained  if  the  rise  observed  just  before  death 
be  excepted). 

Urinary  symptoms, — There  were  distinct  evidences  of  kidney 
disease  all  the  time  the  patient  was  under  observation.  The 
sj)ecific  gravity  varied  between  1020  and  1030.  The  reaction  was 
always  acid.  Albumen  was  always  abundant ;  the  colour  gene- 
rally high.  Urates  or  uric  acid  were  occasionally  in  excess.  Hyaline 
tube  casts  were  also  found  pretty  abundantly  at  times. 

Nervous  symptoms. — These  were  most  interesting,  and  it  may  be 
well  to  recapitulate  those  already  mentioned  in  order  to  connect 
them  with  those  which  have  not  jet  been  described. 

General  symptoms. — For  the  last  eight  months  of  his  life  the  pa- 
tient suffered  off  and  on  from  giddiness — sense  of  pressure  on  the 
head,  and,  later  on,  occipital  pain  and  numbness  of  the  right  hand. 
He,  however,  showed  no  distinct  eA-idence  of  paralysis  at  any  time, 
although  paresis  may  have  been  present  in  the  right  hand  (and  in 
the  left,  two  hours  after  the  first  attack,  if  the  notes  be  correct). 
Soon  after  admission,  i.  e.  about  forty  days  before  death,  the 
patient,  who  slept  badly  or  not  at  all,  became  very  restless  and 
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AVOODCUT  1. 


Tlic  sliiuli'd  juiits  rc]irfsfut  tlu-  nsu;il  luunial  ticld  of  vision. 

Tilt'  iiifiis  over  wliicli  tlii'ii'  \v:is  jtallioloirical  loss  of  vision  tire  shnded 
lighter  tliiin  tin-  rest  (see  p.  7  for  lurtlu-r  exphmatious,  under  eye  sym- 
ptoms).— SuKuiDAN  Delki'INe,  ufter  Fkost. 
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noisy,  and  began  to  ramble  in  liis  talk.  The  breathing  at  the 
same  time  assumed  the  Cheyne-Stokescdiaracter,  with  noisy  phona- 
tion  at  the  end  of  the  expiration  when  the  breathing  had  reached 
its  greatest  depth.  He  remained  more  or  less  restless,  noisy,  and 
incoherent  till  his  death ;  at  intervals,  however,  he  became  quiet 
and  rational,  being  evidently  able  to  speak  quite  well. 

Eye  symptovis. — From  the  account  given  by  the  patient  himself 
it  is  pretty  certain  that  the  hemianoj^sia,  found  by  Mr.  Frost  to 
be  present  three  months  before  death,  must  have  existed  for  eight 
months,  i.  e.  from  the  time  when  the  man  had  his  first  fit.  It  will  be 
noticed  by  looking  at  the  diagrams  that  in  the  right  eye  there  is, 
beyond  the  area  where  vision  is  lost,  a  crescentic  strip  where  vision 
was  retained,  occupying  the  outer  and  lower  part  of  the  right  half 
of  the  field.  A  corresponding  stinp  is  not  visible  in  the  left  eye, 
evidently  because  the  normal  field  of  vision  is  much  more  limited 
on  the  inner  than  on  the  outer  side.  [This  view  is  at  any  rate  sup- 
poi-ted  by  an  observation  recorded  in  Najes  ('  Diseases  of  the  Eye,' 
p.  644),  in  which  a  similar  crescentic  zone  of  retained  vision  was 
found  nearer  the  fixation  point  than  in  the  present  case,  and  ex- 
isting in  both  eyes.  (For  this  quotation  I  am  indebted  to  Mr.  A. 
Frost's  kindness.)]  Another  interesting  feature  is  the  concentric 
diminution  of  the  field  of  vision  in  both  eyes,  this  being  more 
marked  in  the  left  half  of  the  field  than  on  the  rigbt,  and  extending 
farther  towards  the  fixation  point  in  the  case  of  the  right  eye  than 
in  that  of  the  left.^  Notwithstanding  this  difference  it  can  be  said 
that  this  peripheral  hlindness  is  as  hohionymous  as  the  more  central 
blindness  affecting  the  other  half  of  the  field  of  vision.  The  fundi 
were  normal,  and  the  movements  of  the  pupils  were  also  normal. 
As  will  be  seen  in  the  post-mortem  report,  it  is  possible  that  some 

1  This  is  possibly  uothing  more  tliaii  the  result  of  the  shape  of  the  uonual 
field  of  vision.  This  explanation  is,  however,  not  without  difficulty,  for,  if  the 
difl'erence  of  extent  of  the  tieUl  of  vision  on  the  uasal  and  temporal  side  explains 
why  there  is  a  crescent  of  retained  peripheral  vision  on  the  right  and  not  on  the 
left  side,  it  is  evident  that  for  the  same  reason  one  should  not  expect  to  find  any 
peripheral  obscuration  of  the  left  half  of  the  right  field  since  the  peri|)heral 
obscuration  of  the  left  half  of  the  left  field  does  not  even  reach  a  point  which 
would  correspond  in  the  right  field  to  the  limit  of  the  normal  field.  Tlie  peri- 
pheral obscuration  of  the  left  half  of  both  fields  and  the  crescent  of  retained 
vision  in  the  peripheral  portion  of  the  right  half  of  the  right  field  may  there- 
fore have  something  to  do  with  the  small  lesion  found  on  the  outer  aspect  of  the 
occipital  lobe,  as  will  be  seen  later  on. 
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time  before  death  there  may  have  been  slight  dilatation  of  the 
right  puj)il. 

Autopsy  (28  hours  after  death). — External  appearances:  Height 
5  ft.  10  in.,  weight  15  st.,  body  stout,  hair  almost  white,  origi- 
nally red  ;  irides  pale  bx'own,  pupils  slightly  dilated,  the  right  more 
so  than  the  left.     Fost  mortem  lividity  well  marked,  rigidity  slight. 

Pleurx :  Left  contains  about  55  oz.  of  blood-stained  serum ; 
right  contains  only  a  small  quantity  of  similar  fluid. 

Lungs:  Left,  weight  28  oz.,  generally  congested,  with  small 
haemorrhagic  foci  disseminated  all  over  the  organ ;  right,  weight 
32  oz.  This  organ  is  congested  like  its  companion,  and  is,  gene- 
rally speaking,  in  the  same  state.  The  upper  lobe  contains  in  addi- 
tion a  large  apoplectic  block,  measuring  two  or  three  inches  in 
diameter.     The  lower  lobe  is  partly  consolidated. 

Pericardium  contains  about  6  oz,  of  slightly  blood-stained 
serum.  The  portion  reflected  over  the  ascending  aorta  is  distinctly 
thickened  and  nodulated. 

Heart :  Weight  26  oz.,  much  enlarged.  Botb  the  left  and  the 
right  ventricles  have  thicker  walls  than  usual,  specially  the  left 
(the  walls  of  which  vary  between  f  and  1  in.  in  thictness).  The 
endocardium  is  somewhat  thickened  and  more  opaque  than  usual, 
and  several  thrombi  are  found  to  adhere  firmly  to  it  near  the  ajjex 
of  the  oi'gan  and  posteriorly.  The  mitral  valve  is  thickened  but 
not  roughened ;  the  left  auriculo-ventricular  opening  dilated  (4 
in  {r  in.  circumference).  The  aortic  opening  is  also  dilated,  and  the 
aortic  semilunar  valve  distinctly  thickened  but  competent.  The 
tricuspid  valve  is  apparently  healthy ;  the  right  auriculo-ventricular 
opening  measures  5  in -J  in.  circumference.  The  pulmonary  valve  is 
healthy. 

In  the  posterior  and  inferior  part  of  the  walls  of  the  left  ven- 
tricle there  is  a  large  irregular  patch  where  nearly  all  the  muscular 
fibres  have  been  replaced  by  a  soft  translucent  fibrous-looking 
material,  distinctly  fatty  in  several  places.  Some  of  the  vessels 
i-amifying  in  that  region  are  obliterated,  others  are  much  distended 
with  coagulated  blood.  This  patch  extends  through  the  whole 
thickness  of  the  myocardium  and  to  the  endocardium,  covei'ing  it. 
Several  mottled  ante-mortem  clots  are  adherent. 

In  the  walls  of  the  right  ventricle  similar  but  smaller  patches  of 
degeneration  of  the  myocardium  are  found.  In  this  part,  however, 
the  |)at«,hes  are  more  generally  fatty. 
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Aorta  :  The  aorta  is  mucli  dilated,  and  soft  atheromatous  patches 
are  abundant  in  its  inner  coat  just  above  the  semilunar  valve,  and 
specially  around  the  opening  of  the  coronary  arteries.  The  coronary 
arteries  show  almost  all  through  their  length  irregular  thickening  of 
the  intima,  with  atheromatous  changes  in  the  parts  whei-e  the 
thickening  of  the  intima  is  greatest. 

The  liver  weighs  72  oz.,  is  large,  and  in  a  state  of  fine  cirrhosis 
and  passive  congestion. 

The  spleen  weighs  6  oz.,  is  very  firm  and  dark,  the  Malpighian 
bodies  being  very  distinct  (but  not  lardaceous). 

The  Jcidneys  weigh  each  7  oz.  Both  are  in  the  same  state, 
irregular  in  shape;  capsule  adherent,  surface  slightly  granular; 
cortex  not  much  thinner  than  normal,  containing  numerous  cysts, 
chiefly  immediately  under  the  capsule. 

These  cysts  contain  a  clear  yellow  fluid  having  the  characters  of 
urine. 

Both  the  mediilla  and  the  cortex  are  congested.  One  half  of  one 
of  the  Malpighian  pyramids  and  the  corresponding  part  of  the 
cortex  present  to  the  naked  eye  the  appearance  of  a  hsemorrhagic 
infarct.  Under  the  microscope  it  is,  however,  easy  to  see  that  this 
is  due  to  considerable  distension  of  the  vessels  with  blood  which 
had  evidently  coagulated  not  long  before  death.  The  Malpighian 
bodies  form  very  conspicuous  objects  in  that  region.  The  epithelium 
of  the  tubules  passing  between  the  vessels  thus  occluded  does  not 
take  ordinary  stains,  and  is  evidently  dead.  Part  of  it  and  of  the 
surrounding  structures  is  in  a  state  of  fatty  degeneration. 

The  small  arteries  passing  between  the  cortex  and  the  medulla 
in  that  region  and  most  of  the  interlobular  branches  sj) ringing  from 
them  have  their  lumen  more  or  less  completely  obliterated  by 
thickening  of  the  intima,  and  in  some  of  these  vessels  recent 
thrombi  are  also  visible. 

All  through  the  kidneys  small  patches  are  found  where  the 
tubules  are  atrophied  and  separated  by  ill-formed  fibrous  tissue. 
The  capillaries  of  the  Malpighian  glomeruli  have  their  walls  thick- 
ened. 

Brain  :  The  organ  is  generally  speaking  very  soft,  and  its  mem- 
branes thickened ;  this  thickening  is  perhaps  in  great  part  due  to 
the  state  of  the  vessels,  which  are  all  sclerosed  and  stiff,  although 
none  is  found  to  be  actually  calcified.  The  basilar  artery,  the 
anterior,  middle,  and  posterior  cerebral  ai'teries  ai'e  all  in  the  same 
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state,  showing  irregular  tliickening  of  the  intiuia,  with  atheromatous 
degeneration  of  the  deepest  hiyers  of  that  membrane.  In  the  parts 
most  affected  the  muscular  fibres  of  the  middle  coat  have  degene- 
rated, and  are  replaced  by  fibroid  tissue  in  the  midst  of  which  fatty 
debris  is  occasionally  found.  The  same  degeneration  can  be 
discovered  also  in  some  parts  of  the  adventitia.  In  fact,  the  appear- 
ance strongly  suggests  that  all  the  changes  above  mentioned  are 
the  result  of  slow  obstruction  of  the  vasa  vasorum. 

Several  circumscribed  patches  of  softening,  some  of  them  very 
small,  are  found  in  various  parts  of  the  brain.  (In  order  to  allow 
no  important  lesions  to  escape,  the  whole  organ  was,  after  harden- 
ing, cut  into  slices  not  more  than  a  quarter  of  an  inch  in  thickness, 
only  one  thick  slice  being  kept  for  the  purpose  of  demonstration  at 
the  meeting  of  the  Society.) 

The  two  most  important  areas  affected  were  the  greater  part  of 
the  cuneus  and  the  middle  part  of  the  inferior  frontal  and  posterior 
ox'bital  convolutions. 

In  addition  to  these,  a  small  patch  of  softening  had  destroyed  a 
great  part  of  the  middle  occipital  convolution  (there  being  no  con- 
nection between  the  lesion  of  the  cuneus  and  this  smaller  lesion), 
and  another  very  small  patch  of  softening  at  the  bottom  of  the 
fissure  of  Rolando,  opposite  the  posterior  end  of  the  superior  frontal 
sulcus. 

The  grey  matter  of  the  middle  part  of  the  inferior  occipito-tem- 
poral  convolution  is  much  atrophied,  and  has  evidently  been  diseased 
long  before  the  other  jjarts  of  the  organ  had  been  affected. 

All  these  lesions  are  comparatively  superficial. 

The  most  deeply  affected  part  is  the  posterior  orbital  convolu- 
tions and  the  adjacent  parts  of  the  inferior  frontal,  and  there  the 
softening  does  not  extend  more  than  three  quarters  of  an  inch  in 
depth. 

The  softening  of  the  cuneus  does  not  extend  even  so  far,  whilst 
the  smaller  patches  of  softening  are  much  more  suj^erficial  still. 

Both  optic  tracts  and  optic  nerves  were  examined  with  the  naked 
vyc  and  microsco])ically  after  staining  with  Weigert's  luTDinatoxylin, 
and  no  distinct  evidence  of  any  degeneration,  at  any  rate  propor- 
tional to  the  defects  of  vision,  could  be  discovered. 

DlKciissiou  of  the  case. 
It  is  not  my  intentioi.  to  discuss  the  various  questions  connected 


DESCEIPTION  OF   PLATE   I. 

To  illustrate  Dr.  Sheridan  Delepine's  paper  on  a  Case  of  Hemi- 
anopsia.    (Page  2.) 

The  lesions  are  indicated  by  red  stippling.  The  size  of  the  red 
dots  indicates  in  fig.  1  and  fig.  2  the  depth  to  which  the  softening 
extended.  The  large  dots  correspond  to  lesions  of  a  depth  of  more 
than  half  an  inch  and  less  than  three  quarters  of  an  inch ;  the 
medium-sized  dots  to  lesions  not  half  an  inch  deep  ;  the  fine 
dots  to  others  quite  superficial,  not  more  than  an  eighth  of  an 
inch  in  depth,  and  often  much  less. 

In  fig.  3  the  stippling  corresponds  to  an  area  of  atrophy  subse- 
quent to  softening,  and  therefore  to  a  much  older  lesion  than 
those  represented  in  the  two  figures  above. 

Fig-.  1. — Left  hemisphere,  outer  and  (slightly)  lower  aspect. 

A.  Posterior  orbital  convolution. 

B.  Inferior  frontal  convolution. 

C.  Small   patch   of   softening  at  the  bottom  of  the  fissure  of  Rolando. 

(This  patch  was  invisible  from  the  surface.) 

D.  Small  patch  of  softening  at  the  bottom  of  one  of  the  accessory  occipital 

sulci.     (This  patch  was  not  visible  from  the  surface.) 

E.  Part  of  the  middle  occipital  sulcus  superficially  softened. 

Fig.  2. — Inner  aspect  of  the  left  hemisphere,  to  show  the  extent  to  which  the 
cuneus  was  destroyed  by  softening. 

Fig.  3. — Inner  and  lower  aspect  of  the  right  hemisphere,  to  show  the  part  of 
the  occipito-temporal  lobe  in  which  the  grey  matter  had  almost  entirely  been 
destroyed,  owing  to  atrophy  following  softening.  In  this  region  the  membranes 
were  adherent,  and  the  brain  was  firmer  than  in  the  adjoining  healthy  parts. 
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directly  or  indirectly  with  this  case.     I  wish,  however,  to  attract 
attention — 

1.  To  the  state  of  the  terminal  arteries. 

2.  To  the  evident  pathogenic  homology  of  (a)  softening  of 
the  brain,  or  Encephalomalacia ;  (b)  the  fibroid  degeneration 
of  the  heart,  or  Myomalacia  cordis;  (c)  the  arterio-sclei'otic 
atrophy  of  the  kidney,  which  according  to  the  above  nomenclature 
might  be  called  Nephromalacia ;  (d)  the  soft  atheroma  and 
sclerosis  of  the  large  and  medium-sized  vessels,  which,  following 
the  same  nomenclature,  should  he  cedled  Arterio^nalacia ;  (e)  the 
degeneration  of  the  cornea  Gerontoxon  ;^  (/)  and  possibly  the  state 
of  the  lungs,  partly  giving  rise  in  this  case  to  haemorrhage,  and 
suggesting  the  existence  of  a  PneumomaJacia  (the  effects  of  arterial 
pressure  being  kej)t  of  course  in  mind)  ;  (j/)  the  state  of  the  liver 
might  be  also  supposed  to  be  the  result  of  some  parenchymatous 
degeuei'ation  accompanied  by  increase  of  fibrous  tissue. 

3.  To  the  evident  connection  between  one  cuueus  and  the  corre- 
sponding lateral  half  of  both  retinae. 

1.  The  sclerosis  of  terminal  arteries  wsls  very  distinct  in  the  three 
organs  specially  examined,  viz.  the  brain,  the  heart,  and  the  kidney. 
In  the  kidney,  for  instance,  the  ai'terioles  chiefly  affected  were  the 
afferent  vessels  to  the  Maljjighian  glomeruli,  the  small  divisions  of 
the  arterial  arches  leading  to  the  arteria  recta,  and  to  a  lesser  extent 
the  interlobular  arteries  and  the  extremities  of  the  arterial  arches 
extending  between  the  cortex  and  medulla.  These  small  artf  "ies 
were  generally  much  and  irregularly  thickened,  and  had  undergone 
a  certain  amount  of  hyaline  degeneration.  Owing  to  their  nodular 
thickening  the  appearance  of  these  vessels  was  not  unlike  that  of 
small  arteries  infiltrated  with  lardacein.  The  larger  vessels  were 
differently  affected,  their  intima  was  irregularly  thickened,  and 
where  the  thickening  was  gi-eat,  as  in  the  brain  and  the  heart,  the 
deeper  layers  of  that  membrane  were  in  an  advanced  state  of  fatty 
degeneration,  and  among  the  fatty  debris  a  \trge  number  of 
cholesterin  crystals  were  usually  present. 

The  muscular  coat  was  regularly  thickened,  but  the  thickening 
was  not  always  due  to  true  hypertrophy,  the  muscular  fibres  being 
in  many  cases  separated  by  an  unusual  amount  of  endomysium. 
In  some  vessels,  and  specially  in  those  of  the  brain,  distinct  patches 

1  The  term  Jcerato-malacia,  having  been  ah-eady  used  for  another  form  of 
iiffection,  could  hardly  be  iutroduced  here. 
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were  found  where  the  fibres  were  atrophied  and  replaced  by  fibroid 
tissue.  These  patches  corresj^onded  to  regions  where  atheroma  was 
advanced.  Here  and  there  the  fatty  degeneration  extended  to  the 
muscular  coat.  Similar  patches  of  degeneration  were  also  found 
in  the  posterior  cerebral  artery  to  extend  from  the  adventitia  into 
the  muscular  coat.  In  the  adventitia  the  vasa  vasorum  were  either 
much  dilated  or  much  contracted.  Some  were  entirely  obliterated 
by  granular  debris  or  cells  resulting  from  the  proliferation  of  the 
endothelium.  Several  of  the  larger  vasa  vasorum  found  in  the 
specimen  examined  were  in  the  same  state  as  the  small  arterioles 
already  described.  A  few  of  the  large  vessels  contained  a  thrombus 
more  or  less  altered. 

I  was  not  able  to  detect  any  important  change  in  the  capillaries. 
Those  of  many  of  the  glomeruli  of  the  kidney  seemed  to  have 
thicker  walls  than  usual,  but  it  was  found  on  careful  examina- 
tion that  this  was  due  to  accumulation  of  ill-formed  fibroid  tissue 
between  them.  In  other  glomeruli  the  capillaries  were  intensely 
dilated,  owing  to  considerable  accumulation  of  blood  in  parts 
corresponding  to  the  small  arterioles  which  had  become  obliterated. 
In  a  third  group  the  glomeruli  were  much  atrophied,  their  capil- 
laries undistinguishable  and  replaced  by  a  fibro-hyaline  material. 

Taking  all  these  things  into  consideration,  it  seems  to  me  evident 
— (a)  That  a  systematic  lesion  of  the  terminal  arteries  must  have  been 
present  in  this  case,  and  that  this  lesion  must  have  been  of  the 
nature  of  an  inflammatory  thickening,  and  produced  by  the  circu- 
lation of  some  slow  irritant  through  the  vessels.  (Alcohol  suggests 
itself  in  this  case,  although  no  absolute  proof  can  be  given  in  sujjport 
of  that  cause.)  (6)  That  most  of  the  other  lesions  found  in  this 
case,  including  those  of  the  larger  vessels,  must  have  been  secondary 
to  that  primary  affection  of  the  terminal  arteries. 

2.  Malacia,  or  softening  of  the  brain,  was  evidently  the  result  of 
sclerosis  of  certain  vessels  with  or  without  thrombosis.  The  lesions 
found  in  the  heart,  kidneys,  vessels,  cornea,  and  possibly  the  lungs 
and  liver,  had  the  same  origin.  We  are  thus  in  presence  of  a  series  of 
lesions  which  are  distinctly  homologous,  although  evidently  in 
various  stages.  It  seems,  therefore,  that  this  relation  should  be 
indicated  in  our  uomenclatui-e. 

The  word  malacia  might  be  used  as  a  generic  term,  as  shown 
above ;  but  I  think  the  term  is  distinctly  misleading,  as  it  corre- 
sponds to  a  stage  in  a  process  rather  than  to  the  process  itself. 
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It  is  evident  that  in  all  these  organs  events  had  followed  a  certain 
order : 

(1)  Sclerosis  of  small  vessels. 

(2)  Obliteration,  by  thrombosis  or  otherwise. 

(3)  Necrosis  or  degeneration, 

(4)  Softening. 

(5)  Cicatrisation  or  sclerosis. 

(6)  Contraction. 

Whatever  be  the  actual  cause  of  the  original  thickening  of  the 
vessels,  sclerosis  is  apparently  the  first  structural  manifestation  of 
the  diseased  state  of  the  patient.  Anatomically,  therefore,  the  case 
is  essentially  one  of  arterio- sclerosis.  (I  have  given  my  reasons 
for  not  saying  arterio-capillary  fibrosis.) 

The  second  imj)ortant  element  is  the  fatty  degeneration  and 
necrosis  of  tissues  resulting  from  the  slow  obliteration  of  the 
vessels,  and  sometimes  their  complete  obliteration  by  thrombosis. 
Hence  it  seems  proper  to  recognise  that  fact  also,  and  to  speak  of  the 
case  as  being  one  of  arteriosclerotic  degeneration  or  necrosis  of  the 
brain,  heart,  kidneys,  cornea,  vessels,  and  i^ossibly  lungs  and  liver. 

The  third  and  least  important  element  in  the  nomenclature,  but 
perhaps  the  most  important  from  a  descriptive  point  of  view,  is 
determined  by  the  stage  which  the  lesion  had  reached  when  the 
organs  came  under  notice.     These  stages  are — 

(1)  Softening,  or  malacia. 

(2)  Cicatrisation,  induration,  or  sclerosis. 

(3)  Contraction,  or  so-called  atrophy. 

There  is  nothing  new  in  this  nomenclature,  and  it  allows  one  to 
describe  accurately  the  state  of  each  organ  or  part  of  organ  with- 
out losing  the  connection  between  the  various  lesions  observed. 

Thus  the  cuneus  and  the  posterior  orbital  convolutions  were  in  a 
state  of  softening  due  to  arterio-sclerotic  necrosis  (or  more  simply 
arterio-sclerotic  malacia).  The  inferior  occipito-temporal  convolu- 
tions were  in  a  state  of  contraction  (or  atrophy),  following  arterio- 
sclerotic necrosis  (arterio-sclerotic  atrophy).  The  ventricular  walls 
were  in  a  state  of  sclerosis  following  arterio-sclerotic  necrosis  of 
the  myocardium  (arterio-sclerotic  sclerosis).  The  kidney  was  in  a 
state  of  contraction  following  artei'io-sclerotic  degenei*ation  or 
necrosis,  &c. 

It  seems  to  me  that  the  link  existing  between  these  various 
lesions  is  better  expressed  by  these  old  terms,  combined  according 
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to  circumstances,  than  by  using  expressions  sucli  as  encephalo- 
malacia,  myomalacia  cordis,  art erio- sclerotic  atrophy  of  the  kidney, 
which,  although  correct,  do  not  convey  to  the  mind  a  complete  idea. 

3.  The  state  of  the  field  of  vision  is  of  considerable  interest,  and 
supports  to  a  greater  or  lesser  extent  the  views  advanced  by  Munk 
and  several  other  observers. 

As  Allen  Starr,  Nothnagel,  Seguin,  and  others  have  shown, 
there  can  be  little  doubt  that  the  psycho-optic  centre  is  situated 
in  the  cortex  of  the  occipital  lobe,  and  more  specially  in  thecuneus 
{i.e.  the  inner  aspect),  aud  possibly  a  small  part  of  the  outer 
aspect  of  that  lobe  (first  occipital  gyrvis — Nothnagel).  Lesions  of 
one  cuneus  cause  lateral  hemianopsia  of  the  opposite  side  in  both 
fields  of  vision. 

Moreover,  certain  partial  lesions  of  one  cnneus  may  lead  to  less 
extensive  obscuration  of  the  field  of  vision.  Thus  Henry  Hnn 
(quoted  by  Seguin)  records  a  case  in  which  destruction  of  the 
inferior  half  of  the  right  cuneus  was  followed  by  obscuration  of 
the  lower  left  quadrant  of  each  field.  The  present  is,  therefore, 
nothing  more  than  confirmatory  of  these  previous  observations  and 
statements. 

There  are,  however,  some  details  which  are  not  without  interest. 

(a)  There  can  be  little  doubt  that  the  hemianopsia  had  existed  for 
at  least  eight  months,  and  that  there  was  no  indication  of  that 
partial  or  complete  recovery  of  sight  observed  by  several  experi- 
menters after  partial  lesions  of  the  occipital  lobe  in  animals. 

(6)  The  obscuration  of  the  right  half  of  the  field  of  vision  of  the 
right  eye  was  not  quite  complete,  as  can  be  seen  in  the  diagram. 
(The  corresponding  part  of  the  retina  in  the  left  eye  being  outside 
the  area  corresponding  to  the  normal  field  of  vision,  the  unaffected 
marginal  crescent  is  naturally  absent  on  that  side.)^  By  referring 
to  the  diagram  representing  the  cerebral  lesion  it  will  be  evident 
that  the  whole  of  the  inner  surface  of  the  cuneus  was  not  affected, 
the  postero-superior  margin  having  escaped.  Is  there  any  relation 
between  these  two  facts  ?  Previous  observations  seem  to  sujiport  the 
view  that  there  is  a  relation,  but  more  facts  will  be  I'equired  before 
any  law  can  be  formulated  touching  this  point. 

(c)  A  certain  amount  of  marginal  obscuration  was  also  present 
on  the  same  side  as  the  lesion  (i.  e.  in  opposite  halves  of  the  retinae) 
in  both  fields  of  vision. 

'  See  note,  p.  7,  qualiCyiiig  this  statement. 
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This  diminution  affected  the  right  eye  much  more  than  the  left, 
for  on  comparing  the  two  fields  it  will  be  found  that  in  the  diagram 
the  field  of  retained  vision  measures  at  least  4"25  cm.  square  more 
in  the  left  than  in  the  right  eye.  Are  these  things  to  be  accounted 
for  by  the  small  lesion  affecting  the  middle  occipital  convolution  ? 
This  suggestion  will  have  to  be  tested  by  comjjarison  with  some 
future  case. 

(d)  Perhaps  this  difference  between  the  size  of  the  two  fields  of 
vision  may  account  for  the  slight  difference  between  the  two  pupils. 
There  being  no  evidence  of  any  affection  of  the  lower  reflex  centres 
or  of  their  afferent  and  efferent  tracts,  such  a  difference  could  only 
be  accounted  for  by  a  difference  of  perception  of  light,  although 
even  that  would  hai'dly  account  for  a  unilateral  dilatation.  It  is 
quite  possible,  however,  that  the  very  superficial  upward  extension 
of  the  patch  of  softening  affecting  the  orbital  and  inferior  frontal 
convolutions  may  give  the  best  explanation  of  that  fact. 

4.  Of  the  other  cerebral  lesions,  the  only  one  which  specially 
calls  for  notice  is  the  one  that  affected  the  posterior  orbital  and 
the  inferior  frontal  convolutions  just  in  front  of  the  upper  limb  of 
the  Sylvian  fissure.  It  had  all  the  ajjpearances  of  very  recent 
softening.  It  will  be  remembered  that  about  forty  days  before 
death  the  patient  became  restless,  noisy,  and  incoherent,  but  that 
there  was  no  aphasia.  This  lesion  seems  to  show  how  sharply  the 
orolingual  motor  area  is  limited  anteriorly. 

Before  the  attack  just  alluded  to  the  patient  was  evidently  quite 
rational. 

5.  It  may  be  remarked  that  although  the  lesion  of  the  inferior 
occipito-temporal  convolution  must  have  existed  long  before  the 
others,  the  patient  dated  the  beginning  of  his  illness  from  the  time 
when  the  cuneus  had  become  affected,  so  that  the  destruction  of 
the  temporo-occipital  convolution  must  have  given  rise  to  very 
slight  subjective  symptoms.  Other  points  in  connection  with  the 
cerebral  lesions  are  not  of  sufiicient  clearness  to  deserve  special 
notice. 

Conclusions. 

1.  Arteriosclerosis  of  terminal  arteries  had  given  rise  in  this  case 
to  a  series  of  important  lesions,  viz.  (1)  softening  and  atrophy  of 
several  cerebral  convolutions  ;  (2)  myomalacia  cordis ;   (3)  arterio- 
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sclerotic  atrophy  of  tlie  kidneys ;  (4)  atheroma  of  large  vessels  ; 
(5)  fatty  degeneration  of  the  cornea  (arcus  senilis),  and  possibly  to 
similar  lesions  of  the  liver  and  lungs. 

2    This  case  affords  additional  support  to  the  view  that  each 
euneus  is  connected  with  the  corresponding  half  of  each  retina. 

3.  It  shows  clearly  that  the  orolingual  motor  centre  does  not 
extend  beyond  the  upper  division  of  the  fissure  of  Sylvius. 

May  20th,  1890. 


3.  Simple  cyst  of  the  middle  lobe  of  the  cerebellum. 
By  Walter  S.  Colman,  M.B.,  M.E.C.P. 

FREDERICK  R — ,  aged  17,  admitted  under  the  care  of  Dr.  Ferrier, 
at  the  National  Hospital  for  the  Paralysed  and  Epileptic. 
Symptoms  had  existed  for  two  years  : — 

1.  Paroxysms  of  headache,  commencing  in  the  left  occipital  region, 
and  after  a  time  spreading  over  the  whole  head,  accompanied  occa- 
sionally by  nausea,  never  by  vomiting. 

2.  Unsteadiness  of  gait,  with  tendency  to  fall  to  left. 

3.  Vertigo.     Sensation  of  falling  backwards. 

4.  Gradual  impairment  of  poxoer  in  the  right  arm  and  leg  (not  in 
face  or  tongue). 

5.  Prominence  of  both  eyes. 

6.  Sluggish  reaction  of  both  pupils  to  light. 

7.  Slight  nystagmus  on  extreme  lateral  deviation. 

8.  Optic  neuritis,  passing  into  atrophy  in  the  loft  eye,  into  a 
condition  of  chronic  neuritis  in  the  right. 

There  were  no  convulsions  at  any  time.  Thei'c  was  no  affection 
of  smell,  and  no  deafness. 

He  improved  greatly  for  a  time,  but  died  suddenly,  two  months 
after  admission,  from  paralysis  of  respiration,  the  action  of  the 
heart  continuing  for  a  quarter  of  an  hour  after  breathing  had 
stopped. 

Post-mortem. — The  skull-cap  was  thin,  the  convolutions  at  the 
vertex  much  flattened.  On  separating  the  hemisi)heres  a  cyst  was 
seen  projecting  from  the  dorsum  of  the  cerebellum,  a  little  to  the 
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left  of  the  middle  line.  The  cyst  was  the  size  of  a  large  heu's 
egg,  with  the  long  axis  in  the  antero-posterior  direction.  The 
wall  was  thin  and  translucent,  and  had  laminae  of  grey  matter 
spread  over  its  surface.  On  making  a  section  into  the  cyst  it 
was  found  to  contain  perfectly  clear  fluid.  It  involved  almost 
the  whole  of  the  middle  lobe,  and  also  excavated  the  white  matter 
of  the  left  lateral  lobe.  On  the  floor  of  the  cyst  was  an  amorphous 
deposit  of  calcareous  particles. 

The  substance  of  the  cerebellum  was  extremely  sodden  ;  there 
were  no  other  cysts  in  it  or  in  the  cerebrum. 

Microscopically  the  wall  was  found  to  consist  of  condensed 
layers  of  neuroglia.  There  was  no  epithelial  lining  at  the  time  of 
examination.  There  was  no  trace  of  new  growth  in  the  wall. 
The  nucleus  dentatus  was  displaced  by  the  cyst  and  flattened. 
Its  structure  was  perfectly  normal.  December  17th,  1889. 


4.  Simple  cyst  of  the  cerebellum. 
By  W.  B.  Hadden,  M.D. 

THE  patient  was  a  girl  of  14,  who  was  admitted  into  St.  Thomas's 
Hospital  on  November  4th,  1887,  and  died  April  8th,  1888. 
She  was  under  the  care  of  Dr.  Bristowe,  who  has  kindly  allowed 
me  to  use  the  case.  The  patient  was  the  youngest  but  one  of 
thirteen  children,  none  of  whom  had  suffered  fi'om  symptoms  of 
congenital  syphilis. 

The  history  was  that  definite  symptoms  were  noticed  three 
months  before  admission,  when  her  sight  began  to  fail,  and  she 
had  squint  and  double  vision.  In  a  few  weeks  vomiting  and 
headache  came  on,  but  during  all  the  time  there  had  been  no 
giddiness  and  no  fits. 

On  admission  she  was  described  as  a  bright,  intelligent  girl. 
There  was  severe  double  optic  neuritis,  and  sight  was  much 
impaired,  the  left  eye  having  no  perception  of  light.  There  was 
f^onvergent  squint  of  the  left  eyeball,  the  movement  outward  being 
defective.  Hearing  was  impaired  on  the  left  side.  There  was  no 
paralysis  or  staggering,  and  no  loss  of  sensation.     The  knee-jerks 
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were  absent,  but  tbey  were  said  to  have  been  exaggerated  when 
she  was  in  the  ophthalmic  ward  a  little  time  previously.  The 
plantar  reflexes  were  feeble.  During  the  five  months  she  was 
under  observation  there  were  frequent  attacks  of  headache  and 
vomiting.  Six  weeks  after  admission  she  was  quite  blind,  and  the 
optic  discs  were  becoming  atrophied.  Later  on  there  were  slow 
horizontal  movements  of  the  eyeballs,  probably  connected  with 
the  blindness.  During  the  last  three  months  there  were  rather 
frequent  fits,  during  which  consciousness  was  lost,  and  in  which 
the  head  was  thrown  back,  the  eyes  fixed,  and  the  extremities 
rigid. 

At  the  post-mortem  examination  the  skull  was  natural,  and  thei*e 
was  no  separation  of  sutures.  The  convex  surface  of  the  brain 
was  bulged,  and  there  was  a  little  stickiness  at  the  base.  The 
ventricles  were  a  good  deal  distended  with  clear  fluid.  The 
foramen  of  Majendiewas  patent.  In  the  white  matter  of  the  right 
lobe  of  the  cerebellum,  near  the  inferior  surface,  was  a  smooth- 
walled  cyst,  extending  to  the  middle  line  of  the  cerebellum.  About 
two  drachms  of  what  appeared  to  be  ordinary  serous  fluid  exuded 
on  section.  There  was  no  sign  of  hydatid  membrane  or  new 
growth,  no  filamentous  material,  no  staining  or  softening  of  the 
white  matter  around.  In  the  mounted  specimen  an  indication  of 
a  cyst- wall  is  visible  in  parts,  but  it  seems  to  be  ordinary  connective 
tissue.  The  cyst  measures  an  inch  and  a  half  from  side  to  side, 
and  one  inch  from  before  backwards. 

Simple  cysts  of  the  cerebellum  have  been  described  from  time 
to  time,  but  there  is  little  information  to  be  obtained  con- 
cerning them  in  text-books  on  nervous  diseases.  In  the  'Brit. 
Med.  Journ.,'  .Tune  7th,  1884  ("  On  some  Clinical  and  Pathological 
Points  in  Cerebellar  Disease"),  I  gave  an  account  of  a  case  which 
is  identical  in  its  morbid  anatomy  mth  the  instance  just  narrated. 
The  specimen  was  exhibited  in  1881  before  this  Society  (see 
'  Transactions,*  vol.  xxxvii,  p.  84).  In  the  left  lobe  of  the  cere- 
bellum  there  was  a  simple  cyst,  an  inch  in  diameter,  containing  a 
limpid  colourless  fluid.  There  was  an  increased  quantity  of  fluid 
in  the  ventricles.     The  symptoms  were  those  of  cerebellar  tumour. 

Two  cases  of  this  kind  have  been  described  in  our  '  Transactions,' 
one  by  Dr.  Sharkey  in  vol.  xxxiii,  and  one  by  Dr.  Pye-Smith  in 
vol.  xxxvi.  In  both  there  was  distension  of  the  lateral  ventricles 
with  fluid,  due  probably  to    mechanical  interference  with  the 
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return  of  blood  from  the  ventricles,  as  suggested  by  Dr.  Pye- 
Smith.  There  were  several  small  cysts  in  the  kidneys  and  pancreas 
in  Dr.  Pye-Smith's  case,  but  he  believed  that  they  had  no  connec- 
tion with  the  single  large  cerebellar  cyst. 

Dr.  Major  has  quite  recently  exhibited  a  specimen  of  this  kind 
before  the  Bradford  Medico-Chirurgical  Society  ('Brit.  Med. 
Journ.,'  November  16th,  1889,  p.  1103).  A  large  cyst,  filled  with 
clear  serum,  was  found  occuj^ying  the  middle  lobe  and  part  of  the 
left  hemisphere  of  the  cerebellum.  During  life  the  case  was 
diagnosed  as  one  of  a  tumour  involving  the  middle  lobe. 

All  these  seem  to  be  instances  of  simple  cysts  of  the  cerebellum. 
In  the  two  cases  described  in  our  '  Transactions '  and  in  my  own 
two  cases  there  was  no  indication  that  the  cysts  had  their  origin 
in  haemorrhage,  nor  in  any  of  them  was  there  any  evidence  of 
hydatid  membrane  or  of  new  gi-owth.  The  causation  of  these 
cysts  is  undoubtedly  obscure.  Possibly  they  are  due  to  dilatation 
of  lymph-spaces.  In  the  discussion  on  Dr.  Major's  case  Mr. 
Althorp  suggested  the  possibility  that  the  cyst  might  be  a  foetal 
remnant,  and  he  called  attention  to  the  presence  of  a  ventricle 
in  the  cerebellum  in  some  birds,  which  communicates  with  the 
fourth  ventricle.  After  reviewing  the  cases  with  which  I  am 
acquainted  I  am  inclined  to  believe  that  this  explanation  is 
erroneous,  but  the  point  is  one  on  which  I  should  like  to  have  the 
opinion  of  those  better  qualified  to  speak  than  myself. 

December  \7th,  1889. 


5.  Simple  cyst  of  cerebellum.     {Card  specimen.) 
By  G.  GuLLivEE. 

THE  specimen  shows  a  simple  thin- walled  cyst  in  the  under  part 
of  the  right  lobe  of  the   cerebellum.     The  cyst   contained 
rather  thick,  clear,  colloid-like  material. 

Taken  from  a  man  aged  36,  who  had  suffered  from  cerebral  dis- 
turbance for  some  weeks  before  death.  December  17th,  1889. 


20  NERVOUS    SYSTEM. 


6.  "  Tumours  "  of  pons  Varolii. 
By  J.  A.  Ormerod,  M.D. 

THE  patient  from  wliom  this  specimen  was  taken  was  under  the 
care  of  Dr.  G-ee,  in  St.  Bartholomew's  Hospital ;  and  I  am  in- 
debted to  Dr.  Gee  for  permission  to  bring  the  case  before  the 
Society. 

The  pons  is  cut  into  tran verse  slices ;  in  these  may  be  seen  several 
patches  of  disease  of  variable  sizes  and  sliapes,  and  irregularly 
scattered  through  the  organ,  some  in  the  tegmentum,  some  among 
the  transverse  fibres  of  the  pons,  the  latter  being  both  upon  the 
right  and  the  left  of  the  middle  line.  Looking  to  the  irregularity  of 
their  distribution,  and  to  the  fact  that  under  the  microscope  a  still 
greater  extent  of  disease  is  visible  than  to  the  naked  eye,  it  seems 
hardly  worth  while  to  attempt  an  exact  description  of  the  place  of 
each  patch.  But  it  may  be  noticed  that  in  a  section  which  is  taken 
about  a  quarter  of  an  inch  above  the  striae  acousticse,  through  the  su- 
perior fovea  and  eminentia  teres  of  each  side,  there  is  a  large  patch 
of  disease  occupying  the  floor  of  the  fourth  ventricle  and  the  subja- 
cent reticular  formation  upon  the  right  side.  This  corresponds  to  a 
swelling  the  size  of  a  large  pea  or  bigger,  which  was  seen  at  the 
post-mortem,  in  the  position  of  the  right  eminentia  teres,  bulging 
the  median  raphe  a  little  to  the  left.  The  continuation  of  this 
patch  is  seen  in  the  next  section  lower  down,  which  is  taken  through 
the  lower  part  of  the  pons  at  the  level  of  the  superficial  origin  of 
the  facial.  This  patch  would  therefore  correspond  in  position  to 
the  nucleus  of  the  sixth  nerve  and  adjacent  parts.  There  is  a 
general  enlargement  of  the  whole  of  the  pons. 

The  medulla  oblongata  below  and  the  crura  cerebri  above  did 
not  appear  diseased  to  the  naked  eye.  But  it  is  probable  that 
there  is  infiltration  of  tissue  extending  beyond  the  limits  of  the 
grosser  lesions. 

There  was  an  excess  of  fluid  in  the  cerebral  ventricles.  The  left 
pleura  was  adherent  and  leathery  (the  patient  had  had  left  pleurisy 
seventeen  months  before  his  death). 

No  other  organs  were  diseased. 
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Microscopic  sections  through  one  of  the  diseased  patches  show 
an  area  of  structureless,  badlj  staining  material;  outside  this  a 
thin  zone  of  commencing  fibroid  tissue ;  outside  this  again,  and 
mixed  with  it,  small  cells  abundantly  piled  up  and  infiltrating  the 
nerve-tissue  of  the  neighbourhood. 

The  clinical  history  was  briefly  as  follows : — The  patient  was  a 
policeman,  aged  40.  He  had  had  gonorrhoea,  but  denied  syphilis. 
For  seven  months  before  admission  he  had  numbness,  first  in  left 
arm,  then  left  leg,  with  gradually  increasing  loss  of  power  in  those 
limbs.  For  four  or  five  months  dizziness  and  diplopia ;  also  im- 
paired articulation. 

On  admission  (November  17th,  1888)  the  left-sided  symptoms  were 
verified,  and  some  impairment  of  sensation  in  the  right  hand  was 
discovered.  There  was  complete  palsy  of  the  outward  movement 
of  the  right  eye,  and  impairment  of  its  inward  movement.  Pupils 
natural.     Nystagmus,  vertical  in  right  eye,  horizontal  in  left. 

December  8th. — Paralysis  of  right  lower  face  ;  articulation  worse. 
Paralysis  of  inward  movement  of  left  eye,  thus  constituting  a  para- 
lysis of  the  conjugate  movement  of  the  eyes  to  the  right. 

He  went  out  on  December  22nd,  and  1  believe  went  into  the 
London  Hospital. 

Eeadmitted  February  22nd,  1889.  Is  now  quite  deaf  with  right 
ear,  nearly  so  with  left,  but  complains  much  of  tinnitus.  Lateral 
movements  of  both  eyes  qmte  lost,  permanent  internal  squint  of 
right  eye.  Paresis  of  lower  face,  on  left  side  now  more  than  right. 
G-eneral  weakness  of  limbs,  but  specially  of  left  arm  ;  tongue  also 
deviates  to  left.  Articulation  worse  ;  speech  finally  became  unin- 
telligible.    No  optic  neuritis  throughout. 

He  died  in  April,  1889,  a  year  after  the  onset  of  his  illness. 

The  diagnosis  lay  between  tumour  of  the  pons,  and  progressive 
degeneration  of  the  bulbar  nuclei. 

In  favour  of  the  latter  view  was  the  gradual  loss  of  power  in  lower 
half  of  the  face  and  tongue,  with  preservation  of  electro-contrac- 
tility ;  and  the  fact  that  some  of  the  left  hand-muscles  were  wasting. 
Also  the  absence  of  optic  neuritis. 

Against  it,  the  extensive  sensory  aifection  both  of  the  limbs  and 
of  the  sense  of  hearing  ;  also  the  comparatively  acute  course  of  the 
disease,  and  the  fact  that  it  began  distinctly  as  a  cross  paralysis. 

As  points  of  interest  I  would  notice — 

1.  The  complete  absence  of  optic  neuritis. 
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2.  The  correspondence  of  the  early  ocular  symptoms — viz.  palsy 
oi.  the  outward  movement  of  the  right  eye,  followed  by  palsy  of  the 
conjugate  movement  of  both  eyes  to  right  +  palsy  of  right  face— to 
the  position  of  the  principal  focus  of  disease,  viz.  the  right  sixth 
nucleus  and  its  neighbourhood. 

3.  Taking  the  tumours  to  be  gummata,  (a)  the  fact  that  they 
afe  situated  deep  in  the  nerve  substance,  and  in  no  connection  with 
tte  membranes ;  (b)  that  they  progressed  to  a  fatal  issiie  in  spite 
of  antisyphilitic  treatment.  December  5th,  1889. 

Report  by  the  Committee  on  Morbid  Crroioths  upon  Dr.  Ormerod's 
specinien  of  "  tumotirs"  in  the  pons  Varolii. — We  have  had  for  exa- 
mination a  series  of  five  sections  of  the  pons  and  medulla  oblongata 
mounted  as  a  museum  specimen,  with  mounted  microscopical 
sections  from  one  portion  of  it  stained  with  carmine,  and  other 
portions  of  the  specimen  of  which  we  have  prepared  and  examined 
sections  stained  with  haematoxylin,  and  by  Ehrlich's  fuchsin  and 
methyl-blue  method. 

With  regard  to  the  naked-eye  appearances  of  the  specimen,  we 
eoiisider  that  the  most  salient  features  are,  in  accordance  with  Dr. 
Ormerod's  description,  (I)  the  multiplicity  and  very  irregular  forms 
of  the  caseous  masses,  suggesting  that  the  caseation  has  taken 
place  at  contiguous  points  which  have  become  fused  together;  (2) 
the  fact  that  in  none  of  the  sections  do  the  caseous  masses  reach 
the  surface ;  and  (3)  that  but  little  of  the  tumour  mass  has  escaped 
caseation. 

With  regard  to  the  microscopical  structure  of  the  lesion,  sections 
show  large  blun-ed  caseous  tracts,  stained  with  haematoxylin  in 
the  centre,  but  unstained  and  less  dense  at  the  border,  in  which 
isolated  areas  of  greater  opacity  are  seen,  and  which  project  into 
a  surrounding  connective-tissue  growth.  This  connective-tissue 
growth  is  studded  with  numerous  small  round  isolated  cloudy  areas 
in  diftei'ent  degrees  of  degeneration,  in  many  of  which  large  "  giant- 
cells  "  are  conspicuous.  In  the  connective-tissue  growth  also  are 
dense  aggregations  of  leucocytes,  in  isolated  masses  and  in  tracts 
along  the  margin  of  the  large  caseous  masses,  and  surrounding 
many  of  the  small  isolated,  degenerated,  and  cloudy  areas  beyond, 
and  about  vessels,  in  the  perivascular  sheaths  of  many  of  which 
they  are  densely  massed. 

The  connective-tissue  growtlj  surrounding  the  caseous  masses  in 
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the  sections  is  much  less  fibrous  than  that  which  usually  sui-- 
rounds  sections  of  caseous  gummata. 

We  have  failed  to  find  any  tubercle  bacilli  in  the  sections,  which 
is  not  surprising  after  hardening  in  Miiller's  fluid  for  some  weeks. 

The  microscopic  appearances  may  be  summarised  as  caseous 
tracts  surrounded  by  active  connective-tissue  growth,  containing 
numerous  miliary  tubercles. 

These  appeai-ances,  which  we  regard  as  typically  tubercular,  are 
less  distinct  in  Dr.  Ormerod's  sections. 

The  fact  that  no  tubercular  lesion  was  found  in  any  other  organ 
is  not  inconsistent  with  this  view,  as  Dr.  Fagge  found  two  such  in- 
stances amongst  thirty-two  cases  of  tubeix-ular  tumour  of  the  brain 
collected  from  the  Guy's  Hospital  post-mortem  records. 

F.  Chaelewood  Turner. 

G.  Newton  Pitt. 
Seymour  J.  Sharkey. 


7.  Spinal  cord  compressed  by  sequestrum.     {Card  specimen.) 
By  L.  A.  Dunn. 

The  specimen  shows  a  vertical  section  of  the  lower  part  of  the 
spinal  cord  and  the  dura-matral  sheath.  The  front  of  the 
sheath  is  rough  and  shaggy  from  inflammatory  lymph,  and  in  the 
centre  can  be  seen  projecting  a  sequestrum  (coloured  green  in 
specimen)  from  the  body  of  a  lumbar  vertebra.  Between  the  dura 
mater  and  the  cord  is  a  thick  layer  of  inflammatory  material, 
caseating  in  parts. 

The  patient  was  a  boy  aged  4|-  years,  who  came  into  the  East 
London  Children's  Hospital  suffering  from  si)inal  caries  and  iliac 
abscess.  There  was  weakness  of  the  lower  extremities  and  increased 
reflexes.  The  iliac  abscess  was  open,  and  he  subsequently  died  of 
tubercular  meningitis.  May  20th,  1890. 
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8.   Cases  of  compression  myelitis. 
By  Walter  S.  Colman,  M.B.,  M.R.C.P. 

CASE  1.  Compression  myelitis  with  ascending  and  descending  secon- 
dary degenerations. — Francis  W — ,  aged  63,  gamekeeper,  was 
admitted  to  tbe  National  Hospital  for  tlie  Paralysed  and  Epileptic, 
under  the  care  of  Dr.  Ferrier  and  Mr.  Horsley,  for  angular  curvature 
of  the  spine  and  complete  paraplegia.  He  had  persistent  pain  in 
the  back  for  a  year  without  other  symptoms,  but  thirteen  months 
before  death  he  noticed  increasing  weakness  of  both  lower  limbs, 
and  a  month  later,  on  waking  in  the  morning,  found  that  he  had 
entirely  lost  power  in  both  lower  limbs,  with  absolute  loss  of 
sensation  up  to  the  umbilicus  and  complete  incontinence  of  urine 
and  faeces.     A  bedsore  formed  on  the  sacrum. 

On  admission  there  was  the  absolute  paralysis  of  motion  and 
sensation  described  above,  painful  spasm  and  jerking  of  both  legs, 
severe  girdle  pain  at  the  level  of  the  eighth  dorsal  nerve,  cystitis, 
&c.  Tavo  months  before  death  he  was  operated  on  and  the  pressure 
relieved.  Sensation  began  to  return  in  the  lower  part  of  the 
abdomen  on  the  tenth  day,  but  there  was  no  alteration  in  the  other 
symptoms,  and  he  died  of  exhaustion.  One  knee-jerk  was  lost 
shortly  before  death,  obviously  owing  to  neuritis. 

Fost  mortem  there  was  found  a  large  chronic  abscess  over  the 
front  and  sides  of  the  sixth  and  seventh  dorsal  vertebrae.  The 
bodies  of  these  vertebrae  were  extensively  eroded,  and  the  posterior 
common  ligament  destroyed.  A  mass  of  granulation  tissue  con- 
taining fragments  of  carious  bone  projected  backwards  into  the 
spinal  canal,  compressing  the  cord  against  the  laminae. 

Microscopically. — At  the  level  of  the  compression,  extending 
vertically  for  half  an  inch,  there  was  complete  transverse  myelitis. 
The  grey  matter  was  distinguishable  from  the  white  only  after 
staining,  and  then  with  difficulty.  There  was  great  distension  of 
the  blood-vessels,  both  of  the  grey  and  white  matter ;  they  were 
surrounded  by  numerous  leucocytes,  and  around  the  vessels  in  the 
septa  of  the  lateral  columns  a  considerable  quantity  of  new  tissue 
had  Vjoen  formed.  The  medullary  sheaths  of  fibres  in  both  grey 
and   white   matter  were  completely   broken    up  into  globules   of 
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myelin  of  all  shapes  and  sizes,  and  in  transverse  section  no  axis 
cylinders  could  be  discovered.  When  a  longitudinal  section  was 
made,  in  addition  to  these  fragments  of  myelin  (which  were  fre- 
quently arranged  in  rows,  indicating  the  position  of  the  original 
fibres)  there  was  a  considerable  number  of  naked  axis  cylinders, 
which  could  be  seen  running  longitudinally.  Many  were  uniformly 
swollen,  and  their  margins  ill  defined,  but  the  majority  were 
varicose,  and  the  part  between  the  swellings  thinner  than  natural. 
Here  and  there  were  little  collections  of  blood-pigment,  the  remains 
of  old  microscopic  haemorrhages,  and  between  the  fibres  numerous 
large  granular  cells  (usually  round,  occasionally  branched),  each 
with,  a  single  nucleus.  They  often  contained  blood-pigment,  and 
appear  to  correspond  to  the  "  scavenger-cells  "  of  Bevan  Lewis. 

The  posterior  columns  showed  much  greater  disorganisation  than 
the  rest  of  the  white  matter.  This  was  partly  owing  to  ascending 
degeneration  at  the  level  examined,  but  seemed  to  be  increased  by 
the  greater  pressure  against  the  unyielding  laminae  to  which  this 
part  would  be  subjected. 

The  nerve-roots. — The  anterior  roots,  being  between  the  granula- 
tion tissue  on  one  side  and  the  softened  cord  on  the  other,  were 
not  much  compressed.  There  was  great  dilatation  of  the  vessels 
in  them,  and  there  was  marked  proliferation  of  cells  of  the 
interstitial  tissue,  but  the  nei-ve-fibres  themselves  were  compara- 
tively little  affected.  The  posterior  roots,  however,  were  compressed 
and  flattened  against  the  bony  laminae,  and  were  profoundly 
altered,  many  being  converted  completely  into  fibrous  tissue.  Only 
about  half  a  dozen  medullated  fibres  could  be  distinguished  in 
each  root,  and  a  vertical  section  showed  that  many  of  the  axis 
cylinders  had  disappeared  as  well. 

The  pia  mater  was  scarcely  thickened  at  all,  and  there  was 
scarcely  any  exudation  between  it  and  the  dura  mater. 

Descending  lesions. — These  consisted  in  a  practically  complete 
degeneration  of  the  crossed  pyramidal  tracts,  of  a  slight  degenera- 
tion a,t  the  edge  of  the  lateral  columns,  and  of  a  distinct  symmetrial 
degeneration,  chiefly  on  the  surface  of  the  anterior  columns. 

The  degeneration  of  the  pyramidal  tract  at  the  level  of  the 
fourth  lumbar  nerve  was  distinctly  triangular  in  shape,  the  apex 
pointing  inwards,  the  posterior  surface  being  separated  from  the 
posterior  cornu  by  a  narrow  strip  of  healthy  nerve-fibres.  The 
degeneration  was  practically  complete,  a  few  fibres  being  traceable 
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at  the  surface  of  the  section  ouly.  The  rest  of  the  tract  consisted 
of  firm  connective  tissue,  containing  numerous  irregularly  shaped 
masses  of  myelin. 

Anteriorly  to  this  tract  could  be  traced  an  incomplete  superficial 
degeneratiou.  Behind  it  was  as  deep  as  the  pyramidal  tract,  but 
it  rapidly  became  superficial.  It  rapidly  diminished  in  size,  and 
could  hardly  be  traced  at  the  level  of  the  fourth  lumbar  nerve. 

In  the  anterior  columns  immediately  below  the  lesion  there  was 
almost  complete  degeneration  of  the  antero-intemal  columns,  and 
this  degeneration  also  extended  along  the  anterior  surface  of  the 
cord,  diminishing  in  depth  as  it  approached  the  lateral  column. 
It  reached  almost  as  far  back  as  the  anterior  limit  of  the  superficial 
lateral  degeneration. 

This  degeneration  rapidly  diminished  in  size,  and  at  the  level  of 
the  fourth  lumbar  nerve  there  is  scarcely  any  degeneration  of 
the  antero-internal  columns  traceable,  and  the  supei*ficial  sclerosis 
is  much  less  extensive  than  at  a  higher  level. 

Ascending  degenerations. — These  were  found  in  the  posterior 
columns,  in  the  direct  cerebellar  tract,  and  in  the  ascending  antero- 
lateral tract  of  Gowers. 

1.  In  the  posterior  columns. — At  the  tapper  part  of  the  compressed 
portion  of  the  cord  this  column  was  entirely  degenerated. 

At  the  level  of  the  eighth  dorsal  nerve  the  postero-median 
columns  are  entirely  sclerosed,  with  the  exception  of  a  few  fibi'es 
close  to  the  median  sei>tum.  The  sclerosis  also  involves  the 
adjacent  part  of  the  postero-external  column,  more  extensively  on 
the  surface  than  in  the  deeper  parts. 

At  the  level  of  the  second  dorsal  nerve  the  degeneration  is  con- 
fined to  the  postero-median  tracts,  and  is  still  further  diminished 
at  the  level  of  the  fifth  cervical,  where  it  occupies  only  half  the 
breadth  and  four  fifths  the  depth  of  that  column. 

2.  TJie  direct  cerehellar  tract. —A  very  small  superficial  degenera- 
tion is  seen  in  this  position  at  the  level  of  the  eighth  dorsal  nerve, 
a  little  behind  the  posterior  cornu.  At  the  level  of  the  second 
dorsal  the  tract  was  larger  and  reached  quite  up  to  the  cornu,  and 
the  size  of  the  tract  is  still  further  increased  at  the  level  of  the 
fifth  cervical. 

The  degeneration  was  incomplete,  only  aboiit  three  fourths  of 
the  fibres  being  affected.  It  will  be  noted  that  this  tract  increased 
in  size  from  below  upwards,  while  the  degeneratiou  in  the  posterior 
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column  steadily  diminished,  suggesting  a  passage  of  fibres  from 
one  to  the  other, 

3.  Ascending  atitero-Iateral  tract. — This  degeneration  was  diffuse, 
ill-defined,  and  incomplete.  Only  about  one  in  twenty  of  the  fibres 
were  degenerated.  It  was  most  extensive  just  above  the  lesion. 
It  was  triangular  in  shape  with  its  apex  pointing  inwards  ;  it 
reached  posteriorly  almost  up  to  the  direct  cerebellar  tract.  It 
rapidly  diminished  in  size,  but  remained  superficial,  but  was  still 
quite  distinct  at  the  fifth  cervical  level,  the  highest  part  of  the 
cord  available  for  examination. 

In  addition  there  was  well-marked  neuritis  of  the  sciatic  nei've- 
trunk. 

The  case  is  of  interest  with  regard  to  the  unusual  age  at  which 
spinal  caries  occurred  in  this  patient,  and  in  connection  with  the 
condition  of  things  found  in  the  cord  at  the  level  of  compression. 
The  relatively  greater  destruction  of  the  cord  in  the  posterior 
columns  would  explain  those  cases  in  which,  after  severe  compres- 
sion, recoveiy  of  motion  and  sensation  occurs,  but  permanent  ataxy 
results.  The  demonsti'ation  of  longitudinal  axis  cylinders  persist- 
ing in  the  disorganised  white  columns,  after  motion  and  sensation 
had  been  absolutely  abolished  for  twelve  months,  is  of  considerable 
interest  as  bearing  on  the  question  of  the  relation  of  the  knee- 
jerks  to  the  higher  nervous  centres.  Although  there  seemed  to  be 
complete  inten-uption  of  conduction  through  this  part  of  the  cord, 
the  knee-jerks  persisted,  and  the  presence  of  these  axis  cylinders 
so  far  supports  the  observation  of  Bastian,  that,  so  long  as  there 
is  any  influence  passing  downwards  from  the  cerebellum,  &c.,  the 
knee-jerks  Avill  be  preserved  ;  but  if  the  destruction  or  section  is 
comj)lete,  that  these  phenomena  will  be  abolished. 

The  amount  of  crushing  of  the  cord  was  not  nearly  so  severe  in 
this  case  as  in  the  well-known  case  related  by  Charcot  in  his  work 
on  '  Diseases  of  the  Nervous  System,'  in  which  complete  recovery 
of  motion  and  sensation  occurred,  but  in  which  after  death  the 
cord  was  found  to  be  only  the  size  of  a  goose-quill  at  the  seat  of 
compression.  In  his  case  also  a  few  nerve-fibres  only  could  be 
traced  in  the  disorganised  mass,  but  these  seemed  to  be  sufficient 
to  conduct  the  necessary  afferent  and  efferent  impulses. 

Case  2.  Compression  myelitis  withoid  secondary  degeneration. — 
George  J — ,  aged  44.  He  had  a  fall  from  a  cart  two  years  before 
death,  and  from  that  time  onward  suffered  from  pains  in  the  back 
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and  in  the  left  side.  He  lost  sexual  power,  but  the  sphincters 
were  unaffected.  Six  months  later  he  began  to  notice  weakness  of 
the  legs,  girdle  pain,  and  numbness,  which  spread  up  from  the  feet 
to  the  upper  part  of  the  thighs.  He  was  admitted  to  the  National 
Hospital  for  the  Paralysed  and  Epilejrtic  on  March  25th,  1889. 
He  then  had  complete  paralysis  of  the  left  lower  limb,  and  almost 
complete  of  the  right.  Blunting  of  tactile  sensibility  over  both  legs, 
especially  left.  Perception  of  painful  sensations  was  fairly  acute. 
There  were  excessive  knee-jerks  and  well-marked  ankle-clonus. 
He  was  improving  at  the  time  of  his  admission,  and  continued  to 
do  so,  but  a  fortnight  later  he  committed  suicide  during  the  night 
by  opening  his  femoral  veins  with  a  penknife. 

At  the  post-mortem  extensive  caries  of  the  ninth  and  tenth 
dorsal  vertebrae  was  found,  and  a  large  abscess  in  connection  with 
it,  the  sac  of  which  pressed  the  cord  against  the  laminae. 

On  microscopic  examination  the  cord  was  found  to  be  slightly 
but  not  severely  compressed  at  the  level  of  the  ninth  dorsal  vertebra. 
When  sections  were  stained  by  the  Weigert-Pal  method,  and 
subsequently  with  alum  carmine,  the  whole  of  the  white  matter 
was  found  to  be  inflamed  and  degenerated,  and  there  was  also 
inflammation,  much  less  intense,  of  the  grey  matter. 

In  the  white  columns  the  blood-vessels  were  all  distended  with 
blood,  and  very  prominent.  Their  walls  were  infiltrated  with  cells, 
and  there  were  many  leucocytes  in  their  neighbourhood,  but  no 
miliary  abscesses.  The  medullary  sheaths  of  the  white  fibres  were 
broken  up  into  fragments  of  myelin  of  various  sizes.  The  axis 
cylinder  could  occasionally  be  distinguished  as  persisting. 

In  the  grey  matter  also  the  blood-vessels  were  distended,  but 
there  was  less  exudation  around  them  than  in  the  white  columns. 
The  connective-tissue  nuclei  were  greatly  increased  in  number. 
The  nerve-cells  were  swollen,  and  their  margins  ill  defined.  Their 
nuclei  were  very  lightly  stained.  The  meduUated  fibres  in  the 
anterior  and  posterior  cornua  also  took  on  the  Weigert  stain  very 
lightly,  but  showed  no  profound  degeneration.  (This  light  stain- 
ing was  not  due  to  any  fault  in  the  solution  or  the  method  em- 
ployed, as  in  all  other  parts  of  the  cord,  prepared  at  the  same  time 
and  in  exactly  the  same  manner,  the  cells  and  fibres  Avere  brightly 
stained.) 

On  examining  sections  an  inch  above  and  an  inch  below  the 
lesion,  no  ascending  or  descending  degeneration  could  be  discovered. 
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Both  grey  and  white  matter  appeared  perfectly  healthy.  The  speci- 
mens were  stained  by  the  Weigert-Pal  method,  followed  by  alum 
carmine,  by  alum  carmine  alone,  by  lithium  carmine,  picro-carmine, 
by  eosin  and  hsematoxylin,  and  by  osmic  acid,  with  the  same 
negative  result  in  each  case. 

In  this  case,  again,  the  age  of  the  patient  is  unusual.  As  to  the 
absence  of  secondaiy  degenerations  no  explanation  is  offered.  No 
similar  recorded  cases  were  met  with  in  recent  literature,  but  it  is 
stated  that  M.  Vulpian  found  that  after  section  of  the  cord  in 
monkeys  there  were  in  a  few  isolated  cases  no  secondary  degene- 
rations.    No  reason  could  be  found  for  these  exceptional  cases. 

Febrtiary  18th,  1889. 


II.  DISEASES,  ETC.,  OF   THE   ORGANS   OF 
EESPIEATION. 

1.  A  case  of  malignant  disease  of  larynx.     {Card  specimen.) 
By  John  R   Lunn. 

WILLIAM  C — ,  aged  75,  a  sailor,  was  admitted  into  St.  Mary- 
lebone  lufirniary  on  September  28tli,  1889,  suffering  from 
dysphagia  and  dyspnoea,  "witli  marked  laryngeal  stridor.  He  had 
never  been  ill  before,  and  had  always  enjoyed  good  health.  No 
history  of  gout,  syphilis,  &c.  About  fourteen  or  fifteen  years  ago 
patient  was  garotted,  after  which  he  had  a  large  swelling  in  his 
neck,  which  only  lasted  a  day  or  two. 

State  on  admission. — Patient  very  anaemic,  and  complained  of 
pains  in  his  neck  and  difficulty  in  breathing.  An  enlarged  gland 
was  found  under  the  jaw  on  the  left  side.  Some  thickening  and 
fixation  of  the  larynx,  and  on  passing  No.  6  bougie  some  resistance 
was  found  opposite  the  cricoid  cartilage,  about  thirteen  inches  from 
the  mouth,  which  was  aftenvards  followed  by  a  slight  bloody  dis- 
charge (not  offensive). 

Tracheotomy  was  performed  on  October  4th,  as  his  dyspnoea 
became  very  distressing.  Patient  gradually  sank,  and  died  October 
6th,  six  days  after  admission.  His  temperature  was  never  above 
normal,  his  pulse  averaged  from  96  to  132,  and  respirations  from 
20  to  44. 

At  the  post-mortem  a  large  indurated  mass  was  found,  about  the 
size  of  a  Tangerine  orange,  behind  the  base  of  epiglottis,  the  upper 
edge  of  which  overlapped  the  upper  opening  of  the  larynx.  There 
was  no  ulceration.  No  growth  found  in  trachea.  Larynx  and 
trachea  surrounded  by  enlarged  glands.  Mesenteric  glands  not 
affected.  Lungs  :  No  secondary  deposits ;  sign  of  old  and  recent 
pleurisy  ;  adhesions  on  both  sides. 

Microscoj)ical  examination  showed  the  growth  to  be  a  carcinoma. 

March  4th,  1890. 
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2.  A  case  of  ulceration  and  perichondritis  of  laryngeal 
cartilages-     [Card  specimen.) 

By  John  R.  Lunn. 

TAMES  Gr — ,  aged  72,  by  trade  a  cabman,  was  admitted  into  St, 
Marylebone  Infirmary  on  November  2nd,  1889,  and  died 
November  12tli,  1889.  His  friends  stated  that  lie  had  always  en- 
joyed good  health,  with  the  exception  of  slight  bronchitis,  for 
which  he  had  been  admitted  here  on  several  occasions.  He  stated 
that  he  had  had  no  blow  on  his  throat,  neither  had  he  suffered 
from  syphilis  or  gout.  He  was  quite  well  a  few  weeks  before  ad- 
mission, when  he  first  noticed  that  he  was  not  able  to  swallow  well. 

On  admission  it  was  noted  that  the  patient  was  suffering  from 
dysphagia  and  aphonia,  and  he  vomited  now  and  then,  but  his 
cough  was  not  very  troublesome.  He  had  no  physical  signs  in  his 
chest,  and  his  other  organs  appeared  in  a  normal  condition. 
(Esophageal  bougies  were  attempted  to  be  passed,  biit  without 
success. 

At  the  post-mortem  the  cartilages  of  the  larynx  were  completely 
ossified.  The  oesophagus  was  adherent  to  the  trachea,  just  below 
the  cricoid  cartilage.  The  rima  glottidis  appeared  thickened  and 
narrow.  The  larynx  was  laid  open  from  behind,  and  the  left  thyroid 
cartilage  and  arytseno-epiglottidean  fold  on  the  left  side  were  en- 
tirely absent.  The  large  ulceration  was  noticed  at  the  base  of  the 
epiglottis,  which  had  extended  apparently  from  the  left  side  and 
back  of  the  thyroid  cartilages,  and  was  continued  to  the  base  of 
the  tongue,  and  was  beginning  to  attack  the  right  arytgenoid  carti- 
lage. No  fracture  or  tumour  and  secondary  glands  could  be  found. 
The  oesophagus  appeared  somewhat  narrowed,  but  a  No.  10  "  bougie  " 
could  easily  be  passed. 

Both  kidneys  were  fatty,  but  appeared  otherwise  normal. 

The  mitral  and  aortic  valves  were  thickened  and  atheromatous. 

About  one  inch  from  the  cardiac  end  of  the  stomach  was  an  old 
deep  ulceration  about  the  size  of  a  shilling  piece,  situated  on  the 
posterior  surface  of  the  stomach. 

Lungs  and  other  viscera  appeared  normal.  Both  tibiae  were 
thickened  and  curved  outward.  March  Uh,  1890. 
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3.  A  larynx  from  my xosdema  female  patient.     [Card  specimen.) 

By  John  R.  Lunn. 

ISABELLA  B — ,  aged  74,  admitted  into  St.  Marylebone  Infirmary 
on  January  28tli,  1884,  suffering  from  myxcedema.  She  had 
been  in  the  workhouse  a  long  time,  and  her  brother  died  here  of 
myxcedema  and  an  old  disease  of  hip. 

On  admission  it  was  noted  her  hair  on  her  head  was  very  thin, 
and  the  hair  on  the  axilla  and  pubes  nearly  gone.  She  was  very 
slow  in  her  movements.  Teeth  very  bad.  Speech  slow  and  blurred. 
Some  fulness  above  both  clavicles.  Very  sleepy,  and  suffers  in- 
tensely from  cold.  The  back  of  the  hands  covered  with  a  scaly 
rash.  Never  perspires.  Skin  all  over  the  body  very  thin  and 
dry.  No  j)hysical  signs  in  chest.  The  viscera  appear  normal. 
The  urine  1028.     No  albumen,  and  apparently  no  increase  of  urea. 

Post-mortem  notes. — Body  very  oedematous  all  over,  superficial 
veins  on  leg  enlarged.  No  hair  in  axilla  or  pubes,  a  little  left  on 
back  of  head.  On  forehead  well-marked  patches  of  brown  indura- 
tion of  skin,  extending  from  the  temples  to  the  bridge  of  the  nose. 
On  reuioval  of  bi'ain,  skull  very  thin.  Dura  mater  thickened,  on 
removal  of  which  a  quantity  of  fluid  (about  six  ounces)  escaped. 

On  opening  the  chest  the  cartilages  were  ossified.  The  sternum 
broke  easily,  and  there  was  a  quantity  of  soft  reddish  material  in 
the  centre  of  the  bones. 

Tongue  and  larynx  removed  en  masse.     Cartilages  ossified. 

The  thyroid  gland  that  remained  was  very  hard  and  indurated, 
the  right  side  about  the  size  of  a  walnut,  and  the  left  the  size  of 
a  bean. 

Aorta  and  all  the  arteries  were  quite  rigid  from  atheroma. 

Heart  weighed  15  oz.  and  was  surrounded  by  fat.  The  valves 
of  the  heart  were  thickened,  but  otherwise  normal. 

Lungs  healthy. 

Liver,  kidneys,  and  spleen  normal.  March  4th,  1890. 
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4.  Two  cases  of  plastic  bronchitis. 
By  Samuel  West,  M.D. 

CASE  1  might  perhaps  be  rather  described  as  a  case  of  bronchio- 
litis exsudativa  than  of  true  plastic  bronchitis.  The  patient 
was  a  woman,  aged  40,  who  had  become  the  subject  of  asthma  two 
years  before.  The  attacks  had  gradually  got  worse  until  they  were 
at  the  time  of  her  admission  regular  every  day,  and  strangely 
periodic,  occurring  with  great  punctuality  at  two  o'clock  in  the 
morning.  She  would  go  to  bed  and  sleep  comfortably  till  that  time, 
and  then  awake  with  dyspnoea,  which  continued  for  two  to  three 
hours,  and  gradually  subsided  as  the  expectoration  became  free. 

Plastic  bronchitis  was  suspected  because  of  the  recent  develop- 
ment of  the  asthma  and  of  its  periodicity.  The  patient  was  ordered 
to  spit  into  a  vessel  containing  water,  and  then  the  casts  exhibited 
were  found. 

They  were  fairly  numerous,  some  of  them  nearly  two  inches  long 
but  most  shorter;  of  small  diameter;  mucoid,  semi-transparent, 
and  much  ramified.  Casts  of  this  kind  were  found  after  each 
attack,  and  there  was  no  doubt  that  they  stood  in  causal  relation  to 
them. 

The  temperature  was  normal ;  there  were  no  physical  signs,  no 
history  of  haemoptysis,  and  no  constitutional  symptoms  other  than 
those  of  debility.  Treatment  was  without  benefit,  and  the  patient 
left  the  hospital  in  siaUi  quo,  and  has  not  been  since  heard  of. 

Case  2. — For  the  specimens  and  for  the  notes  of  the  case  I  am 
indebted  to  my  friend  Dr.  Gibson,  of  Eussell  Square. 

The  patient  was  a  man,  aged  45,  who  had  lived  in  Jamaica,  and 
had  come  home  for  a  time  only.  He  was  a  man  of  very  free  habits, 
and  was  under  Dr.  Gibson's  care  for  delirium  tremens.  While 
recovering  from  that  he  was  suddenly  seized  with  cough  and 
haemoptysis.  The  cough  was  very  violent,  but  there  was  little 
dyspnoea.  The  expectoration  consisted  almost  entirely  of  the  casts. 
Tbese  varied  in  size,  but  some  of  them  were  an  inch  and  a  half  long 
and  about  three  sixteenths  in  diameter ;  some  of  the  larger  casts 
were  tubular,  but  the  smaller  ones  were  solid.  A  fair  number  were 
brought  up  daily  for  about  ten  days.     The  attack  then  ended,  and 
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there  was  no  return  for  at  any  rate  two  months.  The  subsequent 
histoi'v  of  the  case  is  not  known,  for  at  the  end  of  that  time  the 
patieut  returned  to  Jamaica  and  has  not  since  been  heard  of. 

At  the  time  of  the  attack  there  was  no  diphtheria  or  pneumonia, 
the  temperature  was  normal,  and  there  were  no  definite  physical 
signs. 

Plastic  bronchitis  is  a  rare  disease,  for  I  have  only  been  able  to 
find  52  cases  reported  in  the  medical  records  of  the  last  twenty  years, 
for  a  review  of  which  with  the  recent  litei-ature  of  the  subject  I  may 
refer  to  an  article  written  by  me  in  the  '  Practitioner '  of  last  year 
(1889).  March  18th,  1890. 


5.   Case  primarily  of  tubercle,  in  which  a  fungus   {aspergillus) 
grew  in,  the  bronchi  and  lung,  simulating  actinomycosis. 

By  S.  W.  Wheaton,  M.D.,  communicated  by  Samuel  G.  Shattock. 

[TVith  Plate  H,  fig.  1.] 

THE  patient,  a  girl  aged  2i,  had  been  ailing  for  two  months  with 
a  slight  cough  and  marked  loss  of  flesh. 

On  admission  the  child  was  extremely  emaciated ;  it  was  con- 
stantly protruding  the  tongue  and  putting  its  fingers  into  the 
mouth,  as  if  to  remove  some  accumulation  at  the  back  of  the  throat ; 
there  was,  however,  nothing  abnormal  to  be  seen  in  the  throat. 
In  addition  there  were  signs  of  consolidation  of  the  base  of  the 
right  lung  in  front,  and  of  the  right  apex  behind. 

Eight  days  after  admission  signs  of  breaking  down  appeared  at 
the  base  of  the  right  lung  posteriorly,  and  an  exploring  needle  was 
inserted  three  times  without  any  result. 

Eleven  days  after  admission  a  white  patch  appeared  on  the  left 
side  of  the  tongue ;  the  temperature,  which  hitherto  had  been  only 
slightly  raised,  and  had  never  exceeded  102-4°,  now  rose  to  103'4°, 
and  continiied  to  rise  in  spite  of  continuous  baths  and  other  treat- 
ment until  it  attained  105-4°,  and  later  1064°. 

The  white  patch  on  the  tongue,  which  had  a  gelatinous,  semi- 
ranslucent  appearance,  and  was  very  firmly  adherent,  gradually 
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spread  all  over  the  tongue  and  both  hard  and  soft  palates,  and 
shortly  before  death  an  ulcer  Avith  grey  flocculent  base  appeared 
on  the  front  of  the  lower  jaw,  where  the  two  central  incisors  were 
missing.     The  child  died  sixteen  days  after  admission. 

At  the  post-mortem,  twenty-six  hours  after  death,  the  lower  three 
quarters  of  the  right  lung  were  partially  consolidated,  and  the  lung 
sank  in  water  as  a  whole  ;  the  consolidated  patches  were  yellow  in 
colour,  mottled  with  grey,  and  evidently  formed  by  the  coalescence 
of  smaller  patches  ;  the  patches  of  consolidation  were  riddled  with 
small  cavities  containing  pus,  and  in  the  surrounding  lung  were 
numbers  of  bright  orange-coloured  bodies  about  the  size  of  mustard 
seed,  and  which  could  be  picked  out  with  the  point  of  a  knife.  In 
the  posterior  paii,  of  the  base  of  the  same  lung  was  a  cavity  the 
size  of  a  Tangerine  orange,  with  irregular  walls  ;  the  walls  were 
black  in  colour,  and  were  covered  with  small  white  grannies ;  ex- 
posed vessels  ran  across  the  cavity,  which  communicated  directly 
with  the  main  bronchus.  In  the  main  bronchus  were  several 
white  gelatinous  patches  like  those  upon  the  tongue,  which  peeled 
off  with  diflBculty,  leaving  a  raw  surface.  The  left  lung  contained 
scattered  broncho-pneumonic  patches  and  a  few  orange- coloured 
granules. 

On  examining  a  scraping  from  the  lung  numerous  rosette-like 
bodies  were  found,  which  were  unaffected  by  acids  or  alkalies,  and 
stained  by  methylene  blue  and  picro-carmine ;  also  fragments  of 
mycelium.  These  appearances  suggested  actinomycosis.  The  white 
patches  in  the  bronchus  were  found  to  consist  of  the  mycelium  of 
a  fungus  mixed  with  flat  epithelial  cells ;  the  fungus  was  under- 
going fructification,  and  producing  rosette-like  clusters  of  spores 
from  the  ends  of  some  of  the  hyphae.  On  examining  the  tongue 
the  white  membrane  had  partly  disappeared ;  the  anterior  half 
was  denuded  of  mucous  membrane,  and  resembled  a  piece  of  rotten 
wash-leather.  The  mesenteric  glands  were  enlarged,  and  presented 
similar  yellow  granules  to  those  in  the  lung ;  in  a  few  places  they 
were  suppurating,  and  the  pus  contained  mycelial  filaments.  There 
was  no  other  disease,  except  that  the  liver  was  enlarged  and  fatty. 
Careful  search  was  made  for  miliary  tubercles,  but  none  were  found. 

On  staining  sections  of  lung  by  Gram's  method  the  characteristic 
appearances  of  actinomycosis  were  absent ;  the  disease  was  evidentlv 
a  catarrhal  pneumonia.  On  careful  search  a  few  tubercles  were 
found  in  the  alveoli  of  the  lung  and  in  the  mesenteric  glands,  but 
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Woodcut  2. 

A 


A.  Appearances  in  a  scraping  from  the  cut  surface  of  lung,  showing 
rosette-like  bodies.      x   450. 

B.  From  the  patches  growing  in  the  right  bronchus,  showing  niyce- 
Hum  and  fructification,      x   450. 
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no  bacilli ;  in  the  walls  of  the  cavity  and  wherever  breaking  down 
was  occurring  mycelial  filaments  were  found. 

The  case  is  interesting  because  of  the  close  resemblance  both  of 
the  naked-eye  and  mici'oscopical  appearances  to  actinomycosis ; 
the  peculiar  character  of  the  tubercular  lesions  being  evidently  of 
a  catarrhal  type  ;  and  the  fact  that  they  were  most  advanced  at  the 
bases  of  the  lungs.  It  might  be  a  question  whether  the  growth  of 
the  fungus  caused  the  high  temperature  with  which  its  appearance 
on  the  tongue  coincided,  and  whether  it  was  instrumental  in  caus- 
ing the  breaking  down  of  the  lung.  Dr.  Bristowe  has  recorded  a 
case  (in  vol.  v  of  the  '  Transactions ')  in  which  a  similar  fungus 
grew  in  a  cavity  in  the  lung,  and  in  which  he  suspected  that  the 
primary  lesion  was  also  tubercular.  Cultivations  from  the  lung, 
made  by  Dr.  Copeman  at  St.  Thomas's,  showed  a  similar  fungus 
growing  slowly  in  gelatine,  and  only  liquefying  the  medium  in  its 
immediate  vicinity,  no  other  form  of  fungus  being  present.  Dif- 
ferent species  of  aspergillus  have  been  found  growing  in  the  ex- 
ternal auditory  meatus  and  other  situations,  and  the  spores  of 
Aspergillus  fumigatus  when  introduced  into  the  vascular  system  or 
peritoneum  of  rabbits  produce  disseminated  foci  in  the  lungs,  liver, 
kidneys,  and  other  organs,  the  foci  consisting  of  rosette-shaped 
collections  of  filaments  {vide  '  Bacteriology,'  by  Prof.  Crookshank). 

May  20th,  1890. 


6.  Carcinoma  of  the  root  of  the  lung ;  comparative  absence  of 
symptoms  ;  simple  gastric  ulcer  ;  death  fro7n  enteritis.  {Card 
specimen.) 

By  H.  Handfokd,  M.D. 

I  HAVE  already  reported  (vols,  xxxix  and  xl)  three  cases  of  carci- 
noma of  the  root  of  the  lung  that  occurred  among  my  hospital 
patients  within  the  twelve  months  ending  June,  1888.  In  the 
following  twelve  months  the  present  case  was  observed,  and  two  in 
which  post-mortems  were  not  obtained,  and  which  must  therefore 
remain  somewhat  doubtful.  The  interest  of  this  case  lies  in  the 
almost  total  absence  of  symptoms  pointing  to  the  lungs,  in  the  co- 
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existence  of  au  independent  serious  disease,  and  in  death  taking 
place  from  a  third  and  quite  accidental  complication.  Malignant 
disease  was  suspected,  but  there  -was  nothing  to  point  to  the  lung 
as  its  site. 

From  the  fact  that  true  carcinoma  of  the  lung  or  its  root  is  very 
rarely  large  in  bulk,  and  from  the  yariability  of  the  symptoms,  I 
feel  sure  that  many  cases  die  undiagnosed,  and  that  the  affection 
is  far  more  common  than  is  supposed. 

Case. — H.  D — ,  aged  63,  admitted  April  16th,  1889,  complaining 
of  pain  after  food,  flatulence,  cough,  and  increasing  weakness.  His 
mother  died  of  a  breast  tumour. 

His  present  illness  began  a  month  ago  with  gnawing  pain  in  the 
left  hypochondrium.  He  cannot  eat  meat  or  anything  cold.  He 
is  troubled  much  with  flatulence.  He  frequently  vomits  half  an 
hour  or  less  after  a  meal,  but  has  never  brought  up  blood.  He 
also  often  vomits  in  a  morning  before  breakfast.  There  is  a  mitral 
systolic  murmur,  with  great  cardiac  irregularity ;  some  cough  with 
a  few  rhonchi ;  and  general  feebleness. 

May  13th. — The  cough  is  gone  ;  the  heart  is  regular,  and  the 
murmur  has  disappeared.  But  he  I'emains  feeble,  and  complains 
much  of  epigastric  pain,  especially  after  food,  and  of  vomiting. 
The  diagnosis  for  the  present  rested  between  a  malignant  growth 
of  the  stomach  and  Addison's  disease  without  jjigmentation. 

25th. — He  has  improved  greatly ;  takes  food  (house  diet)  well 
without  pain  and  without  sickness. 

31st. — Though  improving,  taking  food  well,  and  going  out  in  the 
garden  daily,  the  patient  continues  to  lose  weight.  A  prolonged 
examination  of  the  chest  and  abdomen  was  made  in  the  endeavour 
to  discover  a  malignant  growth,  but  nothing  wrong  was  detected 
save  some  undue  feebleness  of  the  respiratory  munnur  at  the  left 
base  behind.  This  did  not  excite  my  suspicion  as  much  as  it 
should  have  done,  for  it  was  only  slightly  worse  than  the  right 
base,  and  was  attributed  to  collapse  of  the  lower  lobe  from  the 
pressure  of  an  enlarged  heart,  and  to  the  exceeding  shallowness  of 
the  patient's  respiration,  owing  to  his  increasing  weakness.  There 
was  no  dulness  or  tubular  breathing.  At  this  period  the  bronchus 
could  be  only  partially  occluded  if  at  all.  I  did  not  myself  syste- 
matically examine  the  chest  again. 

He  continued  to  go  about  and  eat  well,  but  still  steadily  lost 
weight.     He  had  no  pain,  no  cough,  and  no  sputum. 
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On  June  24th  he  died  after  a  few  days  of  uncontrollable  diar- 
rhoea, which  was  probably  of  septic  origin,  as  it  had  been  prevailing 
in  that  ward  during  the  hot  weather. 

The  temperature  was  always  normal  except  for  four  days  a  fort- 
night before  his  death,  when  it  reached  100°  F. 

At  the  necropsy,  nine  hours  after  death,  there  was  no  fluid  in 
either  pleural  cavity.  The  right  lung  was  firmly  adherent  to  the 
parietal  pleui-a  over  a  considerable  area,  and  tore  in  removal.  It 
contained  uo  new  growths.  The  left  lung  was  quite  free  from 
adhesions.  There  were  numerous  miliary  growths  in  the  visceral 
pleura,  especially  on  the  surface  next  the  diaphragm.  There  was  a 
hard  malignant  growth  at  the  root,  passing  along  the  lower  primary 
division  of  the  left  bronchus,  and  completely  occluding  it.  The 
lower  lobe  of  the  left  lung  was  collapsed.  The  growth  extended 
some  distance  along  the  root  into  the  lung,  but  there  were  no  sepa- 
rate distant  nodules.  The  bronchial  glands  were  enlarged,  toge- 
ther with  the  mediastinal  and  the  tracheal  glands. 

There  were  no  growths  in  the  peritoneum  or  the  kidneys,  and  the 
adrenals  were  normal.  The  liver  weighed  78^  oz.,  and  contained  a 
great  number  of  secondary  nodules,  varying  in  size  from  a  millet 
seed  to  4  cm.  in  diameter. 

The  stomach  was  small  and  empty.  On  the  middle  of  the  pos- 
terior surface  was  an  ulcer  4^  cm.  by  1|  cm.,  penetrating  all  the 
coats.  The  margins  of  the  ulcer  were  rounded,  thickened,  and 
smooth,  and  the  base  was  formed  by  the  pancreas.  The  adhesions 
had  not  given  way,  and  there  was  no  leakage.  There  was  no 
appearance  of  the  ulcer  being  malignant. 

In  both  the  small  and  large  intestine  there  were  numerous  capil- 
lary haemorrhages,  and  the  small  vessels  were  very  congested,  giving 
evidence  of  recent  enteritis.  * 

On  microscopic  examination  of  the  new  growth  in  the  lung,  as 
well  as  of  the  secondary  growths  in  the  liver,  evidence  of  a  richly 
cellular,  rapidly  growing  carcinoma  with  well-marked  alveolar 
stroma  was  obtained. 

The  large  amount  of  growth  within  and  along  the  lower 
primary  division  of  the  left  bronchus  would  suggest  that  the 
growth  commenced  in  the  mucous  glands  of  the  bronchial  mucous 
membrane.  The  fact,  too,  that  cough  and  signs  of  bronchitis  were 
confined  to  quite  the  early  stage,  two  months  or  more  before 
death,  and  afterwards  entirely  ceased,  points  to  the  probability 
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that  in  the  early  stage  the  heginnings  of  the  growth  irritated  the 
bronchial  mucous  membrane  and  set  up  a  bronchitis  ;  but  that 
afterwards,  when  the  whole  bronchial  wall  was  infiltrated,  and  the 
mucous  membrane  and  nerve-fibres  were  destroyed,  there  remained 
nothing  to  irritate  but  the  adjacent  and  less  susceptible  lung. 
tissue,  and  therefore  there  was  no  cough.  May  20th,  1890. 


III.    DISEASES,  ETC.,  OY   THE   ORGANS   OP 
CIRCULATION. 

1.  Rupture  of  heart.     {Card  specimen.) 
By  R.  a.  Hebb. 

MALE,  aged  about  65,  fell  down  dead  while  running  to  catch  a  'bus. 
On  opening  the  pericardium  the  sac  is  found  to  contain 
quite  half  a  pint  of  fluid  blood  and  some  soft  black  clot.  On  pulling 
up  the  heart  a  linear  rupture  an  inch  from  about  the  apex  is  seen 
in  the  middle  line  of  the  left  ventricle.  There  is  excess  of  subperi- 
cardial  adipose  tissue.  Heart-muscle  is  pale  and  soft ;  weight  of 
heart  is  14^  oz.     The  valves  and  endocardium  are  normal. 

The  external  aperture  of  the  rupture  is  found  to  communicate 
with  a  ragged  tear  of  the  left  ventricle.  The  rent  is  2j  inches 
long,  and  extends  from  near  the  base  towards  the  apex.  In  the 
exterior  it  is  oblique,  stretching  from  below  that  part  of  tlie  ventricle 
which  is  overhung  by  the  left  auricular  appendix,  and  close  to  the 
septum,  to  about  the  middle  line  of  the  ventricle,  ending  near  the 
apex. 

The  prostate  is  enlarged,  and  the  walls  of  the  bladder  hyper- 
trophied.     The  other  viscera  are  not  noteworthy. 

Microscopical  examination  of  the  heart-muscle  made  the  same 
day  shows  that  the  striation  is  clear  and  definite,  that  there  is  no 
trace  of  fat  globules,  and  that  thei*e  are  large  numbers  of  yellowish 
irregular  granules  in  nearly  all  the  muscle-fibres.  The  absence  of 
the  so-called  fatty  degenei'atiou  was  confirmed  by  treatment  with 
osmic  acid. 

From  microscopical  examination  of  other  heart-muscles  I  am 
not  inclined  to  lay  much  stress  on  the  presence  of  the  pigmented 
granules.  May  6th,  1890. 
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2.   Case  of  rupture  of  7nitral  valve. 
By  W.  Hale  White,  M.D. 

THOMAS  B — ,  aged  19,  "was  admitted  into  Gruy's  Hospital  Sep- 
tember 3rd,  1889.  Three  years  ago  he  had  rheumatic  fever, 
but  he  says  he  quite  recovered,  and  was  in  good  health  till  three 
■weeks  ago,  when  he  caught  a  cold.  Two  days  after  the  onset  of  the 
cold  he  quite  suddenly  became  so  short  of  breath  that  he  had  to 
return  home  at  once.  Although  there  is  no  distinct  history  of  his 
straining  himself  at  the  time,  he  says  that  bis  work  about  this 
period  necessitated  his  lifting  heavy  weights.  Since  this  sudden 
onset  of  dyspnoea  it  has  been  getting  worse. 

On  admission  the  patient  is  very  anaemic.  His  breathing  is  very 
laboured,  48  to  the  minute.  There  are  no  adventitious  signs  in 
the  lungs,  except  a  few  rales.  The"  liver  is  a  little  enlarged.  There 
is  some  oedema  of  the  ankles  and  a  little  albuminui-ia.  The  pulse 
is  rather  irregular,  136,  compressible  and  splashing ;  its  tracing  is 
fairly  characteristic  of  aortic  disease.  The  area  of  cardiac  dulness 
is  increased  to  the  left  to  one  inch  outside  the  nipple.  The  apex 
beat  is  very  diffused.  There  is  a  loud  systolic  briiit  at  the  apex, 
traceable  round  to  the  angle  of  the  scapula.  The  pulmonary  second 
sound  is  accentuated.  Over  the  apex  there  is  a  systolic  thrill. 
Over  the  aortic  area  there  is  a  to-and-fro  murmur ;  the  systolic 
part  of  it  is  conducted  up  into  the  neck,  and  the  diastolic  part 
down  towards  the  apex.  Tinctures  of  Digitalis,  Strophanthus,  and 
Convallaria  Majalis  were  all  of  them  tried  in  turn,  for  it  was  found 
that  if  any  one  of  them  was  given  for  long  vomiting  was  produced. 
They  were  given  in  from  2  to  5  minim  doses  every  two  hours.  The 
pulse  became  more  regular  and  from  ten  to  twenty-five  beats  slower, 
and  the  dyspnoea  diminished.  But  the  diminution  of  the  pulse  never 
lasted  for  more  than  half  an  hour,  and  often  only  a  quarter  of  an 
hour  after  the  administration  of  the  medicine,  the  pulse  then  re- 
gaining the  rate  of  from  110  to  125,  to  which  rate  the  rest  in 
bed  quickly  brought  it  after  admission,  so  that  we  can  never  have 
been  said  to  have  obtained  any  real  hold  on  the  case. 

The  ])atient's  condition  remained  about  the  same  till  October 
2Uth,  when  he  developed  some  pneumonia,  and  died  on  October  30th. 
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At  the  autopsy  the  heart  was  considerably  enlarged.  Both  ven- 
tricles were  dilated,  especially  the  right ;  the  left  ventricle  was  also 
much  hypertrophied.  The  mitral  valve  was  thickened,  and  the 
chordae  tendinse  supporting  the  aortic  cusp  were  broken  through 
near  their  lower  extremity.  There  was  a  friction  patch  on  this 
valve,  which  might  either  have  been  due  to  aortic  regurgitation  or 
to  the  flapping  of  the  broken  chordae  tendinse.  The  aortic  valves 
were  thickened  and  shrunken,  and  had  a  few  vegetations  on  them. 
The  endocardium  of  the  left  auricle  was  much  thickened.  There 
was  pneumonia  of  the  right  lung,  and  some  recent  pleurisy.  The 
spleen  and  kidneys  were  large,  and  the  liver  nutmeg.  The  testicles 
were  fibroid,  and  there  were  some  syphilitic  scars  on  the  leg. 

Cases  of  ruptured  chordae  tendinse  are  not  rare.  We  find  at 
Guy's  Hospital  two  or  three  out  of  every  thousand  post-mortem 
examinations  that  we  make.  But  the  reason  why  I  brought  this 
case  before  the  Society  is  that  I  wish  to  learn  from  members  if  it 
is  rare  for  rupture  of  the  chordse  tendinse  to  take  place  suddenly  in 
persons  who  are  following  their  daily  occupations ;  also  this  case 
seems  to  me  to  be  worthy  of  study  in  its  bearing  upon  the  causa- 
tion of  thrills ;  and,  lastly,  it  is  of  great  interest,  for  it  shows  how 
quickly  digitalis  is  absorbed,  as  it  affected  the  heart  almost  directly 
after  administration  by  the  mouth  ;  but  it  is  very  noteworthy  that 
in  this  case  of  rupture  of  the  valve  the  benefit  due  to  the  drugs 
used  was  very  transitory.  December  drd,  1889. 


3.  Description  of  a  cardiolith. 

By  Sheridan  Delepine,  B.Sc.Lausanne,  M.B.Edin. 

[With  Plate  II,  figs.  2  and  3,  and  Plate  III.] 

PRELIMINARY  Eemarks. — The  Specimen  which  forms  the  object 
of  this  communication  was  kindly  sent  to  me  by  Dr.  Mann, 
who  afterwards  presented  it  to  the  St.  George's  Hospital  Museum. 
I  have  abstracted  from  his  letter  the  following  notes. 

"  A.  N — ,  a  female  child,  5  years  of  age,  was  admitted  on  the 
11th  of  October,  1889,  into  the  Homerton  Hospital.     She  had  been 
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taken  ill  on  the  7tli  with  vomiting,  and  on  the  9th  had  complained 
of  sore  throat.  She  has  no  dyspnoea.  Temp.  100° — 102°.  Pulse 
142.     Urine :  alb  amen  i. 

"  13th. — Pulse  130,  extremely  weak  and  irregular  in  strength. 

"  14th. — Pulse  128,  extremely  weak  and  difficult  to  count.  The 
child  was  seen  about  ten  minutes  before  death,  when  she  was 
sitting  up  extremely  cyanosed.  The  pulse  could  be  felt.  Respira- 
tion rapid,  but  air  apparently  entering  lungs  freely.  No  sign  of 
laryngeal  obstruction.  Child  perfectly  sensible.  Ether  injection 
given  without  any  effect  on  pulse. 

"  Child  lay  down,  gradually  getting  more  and  more  cyanosed, 
without  apparent  suffering,  and  remaining  perfectly  sensible  till 
death  (October  14th,  9.32  p.m.). 

"Post-mortem  examination  (October  16th,  3  p.m.). — Uvula  and 
both  tonsils  covered  with  adherent  membrane,  which  extended  to 
base  of  tongue  and  round  sides  of  pharynx  to  epiglottis,  which  it 
covered.  Whole  of  inner  surface  of  larynx  covered  with  very  adhe- 
rent membrane,  which  extended  down  the  upper  half  of  the  trachea. 
No  membrane  in  the  bronchi.  Much  recent  pleural  adhesions  on 
both  sides. 

"  Left  hmg :  Weight  5  oz.,  congested,  but  crepitant ;  no  hfemor- 
rhage.  Right  lung  :  Weight  8  oz.,  extremely  emphysematous,  and 
collapsing  much  when  cut;  the  whole  lung  contained  many  haemor- 
rhages, from  the  size  of  a  pin's  head  to  that  of  a  large  bean. 

"  Heart :  Right  ventricle  not  dilated,  contained  a  little  fluid 
blood  and  a  layer  of  vei'y  tough  clot,  which  adhered  firmly  to 
musculi  papillares  and  to  the  under  surface  of  the  valve,  and 
extended  into  the  pulmonary  artery  and  its  branches.^  Left  ven- 
tricle contracted  and  empty.     Veins  all  much  distended  with  blood. 

"  Kidneys  4^  oz.  Liver  20  oz,,  congested.  Spleen  1|  oz.,  deep, 
purple,  firm.  Peyer's  patches  enlarged,  raised,  and  much  con- 
gested.    (Esophagus  and  stomach  normal. 

"  Brain :  Sinuses  very  full  of  blood." 

'  "  In  passing  the  finger  into  the  veutricle  a  stone-like  body  was  felt.  The 
papilla,  to  which  the  stone  is  attached  by  a  narrow  pedicle,  does  not  appear 
infiltrated,  neilher  are  the  salts  deposited  in  other  parts  of  the  heart.  The  stone 
was  not  covered  with  fibrin,  although  there  was  much  very  tough  clot  in  the 
interstices  of  the  ventricle." 
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Description  of  the  specimen. 

There  remains  little  to  add  to  this  general  description  of  the 
heart. 

There  is  apparently  no  gross  malformity,  no  marked  disease  of 
the  walls  or  of  the  valves  of  the  organ.  However,  on  examining 
more  closely  the  walls  of  the  right  ventricle,  one  is  struck  by  the 
somewhat  unusual  thickness  of  the  myocardium  in  the  neighbour- 
hood of  the  calculus,  and  by  the  great  number  of  columnae  carneae 
and  tendinous  bands,  encroaching  more  than  usual  upon  the  ventri- 
cular cavity.  There  is  also  a  marked  thickening  of  the  right 
segment  of  the  tricuspid  valve,  which,  as  will  be  seen,  covers  the 
stone. 

The  concretion  itself  is,  as  has  just  been  seen,  almost  entirely 
covered  by  the  right  segment  of  the  tricuspid  valve,  and  is  practi- 
cally separated  from  the  greater  part  of  the  ventricular  cavity  by 
that  membrane. 

The  stone  occupies  the  space  existing  between  the  valve  inter- 
nally and  the  ventricular  wall  externally ;  above,  it  comes  in 
contact  with  the  point  of  insertion  of  the  valve  (auriculo- ventricular 
ring)  ;  below  it  extends  as  far  as  the  point  of  attachment  of  the 
musculi  papillares  to  the  wall  of  the  ventricle. 

The  anterior  part  extends  beyond  the  anterior  papillary  muscle, 
and  its  posterior  end  comes  nearly  in  contact  with  some  of  the 
posterior  papillary  muscles. 

The  concretion  is  of  an  irregularly  rhombic  shape,  and  is  much 
flattened,  so  as  to  fit  the  cavity  in  which  it  is  lodged.  Its  longest 
diameter,  which  probably  extended  in  the  erect  body  from  below 
and  behind  upwards  and  forwards,  and  slightly  from  right  to  left, 
measures  about  |  in.  (20  mm.).  The  other  diameters  are  respec- 
tively I  (13  mm.)  and  j  in.  (6-5  mm.). 

The  weight  has  not  been  taken,  in  order  not  to  destroy  the  connec- 
tion between  the  concretion  and  the  heart,  but,  as  will  be  seen  from 
the  structure,  the  mass  is  very  light. 

The  inner  surface,  i.  e.  the  one  in  contact  with  the  valve,  is  nodu- 
lated ;  the  outer  surface,  i.  e.  the  one  in  contact  with  the  muscular 
wall  of  the  ventricle,  is  almost  smooth  ;  the  thin  edge  of  the  con- 
cretion is  uneven  and  nodulated.  The  surface  is  shiny  and  smooth, 
as  if  it  were  covered  with  a  layer  of  endothelium  and  fibrous  tissue 
or  fibro-cartilage. 
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Near  its  posterior  narrow  extremity  it  is  connected  with  the 
cohimnfe  cornene  by  four  pedicle-like  bands  quite  distinct  from 
each  other,  the  longest  measuring  ^  in.  in  diameter.  In  order  to 
see  these  clearly  it  is  necessaiy  to  pull  the  stone  well  away  from 
the  yentricular  wall      There  is  no  trace  of  any  other  attachment. 

The  situation  of  this  stone  and  the  number  of  its  attachments 
to  the  Ayalls  of  the  heart  made  it  almost  certain  that  it  was  simply 
a  calcified  thrombus  covered  with  endothelium.  In  order  to  test 
this  view,  portions  of  the  superficial  layers  and  of  the  central  parts 
were  examined,  both  microscopically  and  chemically,  with  the 
following  results. 

Microscopical  structure  and  chemical  composition  of  the  concretion. 
— 1.  Externally  there  is  a  stratum  composed  of  numerous  layers  of 
endothelial  cells.  This  stratum  is  thickest  in  the  neighbourhood  of 
the  adhesions,  and  at  the  points  of  adhesion  is  continuous  with  the 
thickened  endocardium.  The  thinnest  parts  are  foiand  at  the 
edge  near  the  anterior  extremity.  The  most  superficial  layers  of 
that  endothelial  covering  are  composed  of  much-flattened  cells, 
with  nuclei  of  various  sizes,  all  staining  well  with  ordinary  nuclear 
reagents.  The  deeper  layers  are  composed  of  more  or  less  indistinct 
cells  with  nuclei,  swollen  in  some  regions,  and  generally  staining 
badly.  The  deepest  layers  of  all  are  more  homogeneous-looking 
still,  and  only  a  few  nuclei  can  be  brought  out  in  them  by  staining. 
This  deepest  layer  is  in  many  places  invaded  by  the  following 
stratum — that  is  to  say,  it  is  partly  calcified, 

2.  Under  the  endothelial  stratum  there  is  a  thick  layer  com- 
posed of  globular  masses  of  carbonate  of  calcium.  This  layer  is  of 
variable  thickness,  -^  mm.  to  \  mm. 

3.  Another  calcareous  stratum  is  found  under  the  last,  but 
instead  of  being  composed  of  rounded  colloid-looking  bodies,  it  is 
made  up  of  angular,  transparent,  crystalline-looking  fragments, 
which  are  almost  entirely  composed  of  phosphate  of  calcium. 
Mixed  with  these  fragments  and  in  the  midst  of  some  of  them 
pigment  granules  and  crystals  are  found.  Several  of  the  crystals, 
which  are  all  extremely  small,  have  the  typical  shape  and  colour 
of  hffimatoidin  crystals. 

4.  Quite  in  the  centre  of  the  mass,  felted,  coarse  fibrin  filaments, 
granular  debris,  and  irregular  masses  of  brovm  pigment  are  found. 

The  greater  part  of  this  material  becomes  rapidly  homogeneous- 
looking  in  weak  hydrochloric  acid,  but  in  some  parts  some  badly 
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Illustrating  Dr.  Delepine's  Description  of  a  Cardiolitli.     (Page  43.) 

From  drawings  by  himself. 

Fia.  1  represents  a  section  through  the  postero-iuferior,  narrow,  nodulated  end 
of  the  calculus,  as  seen  under  a  low  power. 

1.  Layer  of  globular  masses  of  carbonate  of  calcium. 

2.  Layer  of  transparent  crystalline  phosphate  of  calcium. 

3.  Central  space  containing  fibrin,  granular  debris,  and  pigment. 

4.  Deep  layer  of  fibro-endothelial  covering,  staining  badly. 

5.  Superficial  layer  composed  of  concentric   layers  of  endothelial  cells, 

separated  by  a  small  amount  of  nearly  homogeneous  intercellular 
substance. 

6.  Thickened  endocardium  adherent  to  the  concretions. 

7.  Endocardium  thickened  at  a  place  where  the  concretion  was  pressing 

against  it. 

8.  Myocardium. 

9.  Small  opening  simulating  a  blood-vessel ;  but  it  is  the  only  one  of  the 

kind  which  can  be  found,  and  is  pi'obably  nothing  more  than  a  small 
channel  remaining  between  the  endothelial  layers. 
10.  A  split  occurring  between  the  endothelial  layers. 
Fig.  2. — A  small  portion  of  the  endothelial  covering  where  it  is  thinnest, 
(x  1100.) 

1.  Superficial  endothelial  layers.     The  structure  is  the  same  as  that  of 

a  lamellar  fibroma. 

2.  Deeper  layers  of  the  endothelial  covering.     The  line  points  to  a  large 

mass    staining   badly,  probably   composed   of   swollen   degenerated 
cells. 

3.  Deepest  layers  of  the  covering,  becoming  infiltrated  with  carbonate  of 

calcium. 

4.  Peculiar  fibrillation  of  the  intercellular  substance. 

5.  Globular  coalescent  masses  of  carbonate  of  calcium. 
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formed  fibrous  tissue,  evidently  continuous  with  the  superficial 
strata,  is  also  present.  With  this  exception  the  nucleus  of  the 
concretion  can  be  said  to  be  made  up  of  fibrin  undergoing  a 
gi-anular  degeneration,  and  of  a  little  blood-pigment. 

(Indistinct  masses  of  fibrin  can  also  be  discovered  in  the  calcified 
strata,  which  are  thus  seen  to  be  fonned  partly  at  the  exj^ense  of 
the  fibrinous  nucleus  and  partly  at  that  of  the  endothelial  coats.) 

The  endocardium  covering  the  columnse  comese  coming  in  con- 
tact with  the  concretion  is  thickened,  but  the  subjacent  myo- 
cardium shows  no  marked  trace  of  interstitial  myocarditis.  The 
endocardial  thickenings  are  very  limited. 

This  is  well  seen  at  the  points  of  adhesion,  where  the  endothelial 
layers  covering  the  calculus  and  the  endocardium  are  quite  distinct, 
except  at  a  few  places  where  they  are  apparently  continuous. 
Spaces  are  thus  left  between  the  endocardium  and  the  endothelial 
covering,  which  are  surrounded  by  adhesions,  and  look  in  sections 
like  blood-vessels,  but  on  careful  examination  no  blood-vessel  can 
be  found,  either  in  the  central  parts  or  in  the  superficial  parts  of 
the  polypus.  Near  one  of  the  points  of  attachment  a  small  opening 
is  found  which  closely  simulates  a  vessel;  but  at  any  rate,  if  it  be 
a  vessel,  it  certainly  does  not  penetrate  into  the  calculus. 

Remarks  on  the  case. 

A.  General. — 1.  It  is  evident  from  the  notes,  for  which  I  am 
indebted  to  Dr.  Mann,  that  the  acute  illness  which  killed  the 
patient  had  little  to  do  with  the  production  of  the  calculus. 

2.  It  is  possible,  but  not  very  probable,  that  the  stone  was  a 
cause  of  cardiac  faikire.  It  must  be  remembered,  however,  that, 
according  to  Dr.  Mann,  the  little  patient  did  not  seem  to  breathe 
with  difficulty,  and  apparently  died  of  cardiac  failure. 

3.  Whether  this  be  the  case  or  not,  it  is  evident  that  the  concre- 
tion was  not  under  ordinary  circumstances  a  serious  source  of  irri- 
tation to  the  neighbouring  parts  ;  in  fact,  owing  to  its  endothelial 
covering,  it  did  not  even  cause  any  unusual  amount  of  coagulation 
in  its  neighbourhood. 

4.  From  its  position  it  cannot  have  much  interfered  with  the 
action  of  the  valve,  and  the  slight  thickening  of  the  right  cusp 
which  it  had  caused  could  not  have  to  any  serious  extent  prevented 
the  closure  of  the  tricuspid. 
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5.  It  is  equally  probable  that  it  did  not  give  rise  to  any  symptom 
during  life. 

B.  Morphological  and  setiological. — 6.  There  can  be  little  doubt 
as  to  the  actual  nature  of  the  calculus ;  it  is  nothing  more  than  a 
cardiac  thrombus  which  has  become  adherent  to  the  ivalls  of  the  heart, 
has  been  invested  with  an  endothelial  covering,  and  either  before  this  or 
after  has  undergone  calcification. 

7.  There  is  good  evidence  of  the  long  existence  of  the  stone,  for 
even  if  it  be  admitted  that  calcification  might  have  taken  place 
within  the  space  of  a  few  weeks,  it  would  be  difficult  to  believe 
that  the  numerous  endothelial  coats  covering  the  concretion  had 
extended  over  it  in  so  short  a  time.  The  gradual  calcification  of 
the  oldest  endothelial  layers  still  strengthens  the  belief  that  the 
concretion,  as  it  stands,  has  been  slowly  formed. 

The  absence  of  any  marked  inflammatory  reaction  of  the  sur- 
rounding parts  further  supports  the  view  that  the  mass  had  become 
practically  an  integral  part  of  the  heart,  and  was  gradually  growing 
with  it  by  a  process  of  accretion  (addition  of  superficial  endo- 
thelium). We  are  thus  driven  to  contemplate  the  possibility  of 
the  thrombus  having  begun  during  early  infancy  or  foetal  life  (the 
child  was  only  five  years  of  age  when  she  died). 

8.  The  unusually  extensive  system  of  trabeculae,  muscular  and 
fibrous,  occupying  the  greater  part  of  the  right  ventricle,  is  sugges- 
tive of  some  slight  imperfection  in  the  development  of  the  heart, 
for,  as  is  well  known,  in  its  early  state  that  organ  has  a  spongy  or 
cavernous  structure.  The  persistence  of  such  a  state  would,  of 
course,  favour  thrombosis. 

9.  The  sj^ecimen  is  also  interesting  as  affording  a  good  proof  of 
the  part  which  endothelial  cells  take  in  the  organisation  of  a 
thrombus.  In  a  normal  artery  the  coagulated  blood,  instead  of 
becoming  calcified,  is  slowly  absorbed,  its  place  being  gradually 
taken  by  the  new  connective  tissue  formed  at  the  expense  of  the 
intima  of  the  vessel.  This  is  at  any  rate  the  view  taken  by  several 
observers,  and  which  I  have  been  able  to  verify  and  extend  some 
years  ago  ('  Brit.  Med.  Journ.,'  1887).  Bu^.  some  other  observers, 
imbued  with  Cohnheim's  view  of  the  process  of  inflammation,  con- 
tend that  the  organisation  of  the  clot  is  due  to  the  formation  of 
fibrous  tissue  at  the  expense  of  migrated  leucocytes,  I  think  the 
specimen  forming  the  subject  of  this  discussion  shows  clearly  that 
such  a  view  is  erroneous  in  this  case,  for — 
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(1)  The  central  parts  of  the  clots  are  fibrinous,  degenerated,  and 
not  organised. 

(2)  The  superficial  parts  of  the  mass  are  composed  of  endothelial 
cells ;  the  youngest  layers  are  external,  and  there  is  no  trace  of 
leucocytes  on  the  surface. 

(3)  The  endothelial  covering  is  thickest  in  the  neighbourhood  of 
the  endocardium,  from  which  the  endothelial  cells  are  derived. 

10.  The  calculus  also  shows  well  the  process  of  calcification. 
Where  calcification  is  going  to  take  place  a  precipitate  of  minute 
granules  is  formed  all  through  the  tissue,  the  properties  of  which 
had  previously  altered,  as  shown  by  their  staining  reactions.  This 
occurs  evidently  as  soon  as  the  parts  are  separated  from  the  nutrient 
medium  by  a  certain  thickness  of  newly  deposited  tissue.  Then 
the  granules  seem  to  coalesce  so  as  to  form  spherules  which  at 
first  are  almost  entirely  composed  of  carbonate  of  lime.  These 
spherules  coalesce  so  as  to  form  more  or  less  homogeneous  tracts 
of  calcareous  matter.  Then  the  oldest  portions  of  the  deposit 
undergo  further  chemical  changes,  apparently  due  to  the  displace- 
ment of  carbonic  acid  by  some  more  fixed  acid,  in  this  case  phos- 
phoric acid.  There  is  no  doubt  that  the  process  here  described  is 
analogous  to  that  which  takes  place  in  veins  and  gives  rise  to 
phleboliths. 

0.  Bibliographical  remarks  and  nomenclature. — 11.  When  I  first 
saw  the  specimen  I  was  under  the  impression  that  I  would  easily 
find  similar  occurrences  recorded  in  the  usual  books  of  reference. 
Calcification  of  a  cardiac  thrombus  is  not  an  extraordinary  thing 
in  itself,  and  yet  I  believe  vei'y  few  cases  have  been  recorded  of 
late.  I  do  not  know  that  any  has  been  brought  before  the 
Pathological  or  Eoyal  Medical  and  Chirurgical  Society.  This  is 
not  to  be  wondered  at,  for  the  subject  of  cardiac  thrombosis  is  of 
little  interest  to  the  modern  pathologist.  There  was,  however,  a 
time  when  the  mode  of  origin  and  the  nature  of  cardiac  thrombi 
were  much  discussed  by  pathologists,  and  by  looking  over  some  of 
the  older  books,  such  as  Laennec's,  Eokitausky's,  and  Hasse's  ad- 
mirable treatises,  I  have  been  able  to  find  references  to  cases 
somewhat  similar  to  the  one  1  have  brought  forward. 

Considering  the  rarity  of  the  case,  and  the  apparent  absence  of 
corresponding  specimens  in  our  museums,  I  have  thought  it  advanta- 
geous to  give  a  few  extracts  from  the  authors  I  have  consulted.  I 
may    state   that  although  I  have   consulted  a   large   number   of 
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modern  treatises  on  diseases  of  tbe  heart  and  blood-vessels,  I  have 
found  onlv  few  verv  incomplete  and  indefinite  allusions  to  the 
subject.  Many  of  the  general  works  of  reference  have  also  been 
consulted  without  success. 

Cruwell. — JDe  Cord,  et  Vasor.,  osteogenesi  m  quadra  genarioohserv. 
Halae,  1765.     (See  Laennec,  p.  631.) 

"  The  tricuspid  and  mitral  valves  were  cartilaginous  in  several  places ; 
small  bony  concretions  existed  in  the  vena  cava ;  laminse  of  bone  extended 
from  the  base  of  the  right  auricle  under  the  internal  membrane  of  the 
ventricle,  some  of  the  columnae  corneae  of  which  were  ossified ;  and,  finally, 
laminaj  still  thinner  and  narrower,  bony  or  cartilaginous,  penetrated  the  mus- 
cular substance  of  the  two  ventricles.  A  small  hollow  globular  body,  perforated 
by  two  openings  of  a  partly  cartilaginous  and  partly  bony  texture,  was  fixed 
between  the  valves  of  the  pulmonary  artery.  This  body  seemed  to  have  been 
recently  detached  from  the  interventricular  septum,  and  still  retained  at  one  end 
some  marks  of  its  adhesion.  The  pericardium  was  attached  to  the  heart,  and 
contained  some  ossified  points." 

Burns. — Ohservations  on  some  of  the  most  Frequent  and  Important 
Diseases  of  the  Heart.     Edin.,  1809.     (See  Laennec,  p.  658.) 

"  A  polypus  attached  to  the  left  auricle,  of  the  size  of  a  pullet's  egg,  and 
partially  ossified." 

Laennec. — A  Treatise  on  the  Diseases  of  the  Chest,  and  on  Mediate 
Auscultation.     Translated  by  John  Forbes  (1827),  p.  657. 

"  The  globular  excrescences  have  an  appearance  quite  different  from  those 
just  described,  resembling  little  balls  or  cysts,  of  a  spherical  or  oval  shape,  and 
of  a  size  from  that  of  a  pea  to  that  of  a  pigeon's  egg.  Their  exterior  surface  is 
even,  smooth,  and  of  a  yellowish  colour,  and  the  thickness  of  their  parietes  is 
very  uniform,  being  never  more  than  half  a  line.  The  substance  composing 
their  parietes  is  opaque  and  very  similar  to  that  of  ancient  polypi,  its  consist- 
ence being  firmer  than  boiled  white  of  egg.  The  inner  surface  of  these  parietes 
(the  cyst)  is  not  so  smooth  as  the  exterior,  and  it  appears  to  be  composed  of  a 
softer  substance,  which  occasionally  has  the  appearance  of  passing  gradually 
into  the  matter  contained  within  it.  This  matter  may  exist  in  three  different 
states,  all  of  which  may  be  found  in  the  same  subject  but  in  diflerent  cysts. 
These  are,  Ist,  a  liquid  resembling  half-coagulated  blood,  only  turbid  as  if 
intermixed  with  some  insoluble  powder,  and  sometimes  containing  a  few  clots  of 
perfectly  coagulated  blood  ;  2nd,  a  more  opaque  matter,  of  a  pale  violet  colour, 
of  a  pultaceous  consistence,  and  very  like  the  lees  of  wine;  and  3rd,  a  yellowish 
opaque  fluid  like  thick  pus  or  thin  paste,  and  evidently  consisting  of  decomposed 
fibrin,  like  that  found  in  aneurismal  sacs.  I  have  only  met  with  cysts  of  this 
kind  in  the  ventricles  and  auricular  sinuses.  They  are  found  as  frequently  in 
the  right  as  the  left  side  of  the  heart,  generally  near  the  apex  of  the  ventricles, 
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and  always  adherent  to  the  walls  of  the  cavity.  They  are  attached  by  means  of 
a  pedicle,  which  is  often  so  slightly  connected  with  the  columns  carneaj  as  to  be 
detached  from  them  without  being  ruptured.  This  pedicle,  although  forming 
part  of  the  excrescence,  resembles  the  common  polypi  more  than  the  other 
portions,  and  seems  as  if  it  were  of  more  recent  formation  and  less  perfectly 
organised.  I  have  never  found  these  bodies  more  organised  than  I  have 
described,  and  I  have  considered  those  containing  clots  of  blood  as  the  newest, 
those  containing  a  fluid  like  the  lees  of  wine  as  next  in  order,  and  those  con- 
taining a  puriform  matter  as  the  most  ancient.  I  suspect  that  Criiwell's  case, 
formerly  mentioned,  was  an  example  of  this  kind  of  excrescence,  completely 
organised  and  arrived  at  the  state  of  cartilage  or  bone.  I  have  met  with  these 
excrescences  in  subjects  dead  of  different  diseases,  but  all  of  whom  had  remained 
in  a  dying  state  for  several  days  or  even  weeks.  Upon  examining  the  heart 
with  the  stethoscope  in  these  cases  I  have  been  able  to  detect  no  constant 
disorder  of  the  circulation,  and  in  some  the  action  of  the  heart  has  continued 
regular  to  the  last.  In  the  '  Miscell.  Nat.  Cur.'  we  find  a  case  of  tumour  of  the 
heart  which  seems  to  have  been  an  example  of  the  excrescences  we  are  now 
considering,  and  this  and  the  ease  of  Criiwell  are  the  only  ones  I  have  met  with 
in  the  older  authors.  The  work  of  Burns  contains  three  examples  of  this  affec- 
tion, in  two  of  which  a  membranous-looking  capsule  encircled  the  polypus,  which 
was  composed  of  firm  concentric  layers,  and  the  roots  of  wJiich  were  interwoven 
among  the  musculi  pectinati  (194).  In  a  third  case  this  author  met  with  a 
similar  vesicle  containing  a  teaspoonful  of  perfect  pus.  An  instance  of  the 
same  kind  is  cited  from  BaiUie  ('  Morb.  Anatomy  ')  ;  and  perhaps  we  ought  to 
add  &  fourth  case  hy  Burns  (p.  202)  of  a  polypus  attached  to  the  left  auricle,  of 
the  size  of  a  pullet's  egg,  and  partially  ossified." 

C.  E.  Hasse. — An  Anatomical  Description  of  the  Diseases  of  the 
Organs  of  Cimdation  and  Respiration,  1846,  p.  149.  (Translated 
by  W.  E.  Swaine  for  the  Sydenliani  Society.) 

"It  appears  that  to  be  convertible  into  the  spherical  growths  the  coagula 
must  necaesarily  be  of  small  dimensions,  the  inflammation  which  gave  rise  to 
them  slight  and  transient,  and  the  opportunity  for  their  fastening  somewhere 
upon  the  heart's  parietes  immediate.  They  do  not,  indeed,  even  then  enter 
into  any  vascular  connection  with  the  latter,  but  may  nevertheless,  when  in 
direct  contact  with  the  plasma  of  the  blood,  undergo  further  grades  of  develop- 
ment. .  .  .  Ultimately  they  may  become  converted  into  a  calcareous  mass. 
....  Amongst  the  forms  may  be  recognised  certain  soft,  spherical, 
whitish  coagula,  either  interwoven  by  means  of  single  or  multiple  pedicles 
among  the  fleshy  columns,  or  else  agglutinated,  as  it  were,  by  a  broad  base  to 
the  endocardium." 

EoKiTANSKT,  Carl. — A  Manual  of  Pathological  Anatomy,  vol.  iv, 
1852  (pp.  214—216).     (Sydenham  Society.) 

"  Clotty,  roundish,  membranous,  ramifying  coagula,  when  occurring  in  the 
cavities  of  the  heart,  commonly  receive  the  designation  of  polypi  or  polypous 


52  ORGANS    OF    CIRCULA.TION. 

coagula.  .  .  .  It  is  incontestable  that  these  coagula  not  only  adhere  to  the 
endoc  irdium,  as  has  been  observed,  bat  that  they  are  also  capable  of  entering 
into  aa  organic  or  textural  connection  with  the  lining  membrane  of  the  heart, 
and  thus  vegetate  independently  and  without  the  aid  of  a  vascular  system,  as 
they  are  directly  surrounded  by  the  liquor  sanguinis.  On  submitting  the  obser- 
vations hitherto  made  on  this  subject  to  the  severest  criticism,  we  meet,  amid  a 
mass  of  erroneous  and  hasty  conclusioTis,  with  some  Jew  cases  which  unquestionably 
belong  to  this  class  of  coagula.  These  tumours  are  of  various  size,  of  a 
roundish  oval  cylindrical  form,  which  appear  attaclied  to  a  broad  or  narrow 
base  as  by  a  pedicle  ;  they  are  of  a  sponge-like  or  elastic  and  tough  consisteuce  ; 
they  generally  consist  of  a  fibroid  structure,  but  in  some  cases  exhibit  a  soft 
texture,  composed  of  membranes,  covered  with  elementary  granules  and  cellular 
nuclei,  of  delicate  fibrilli,  and  of  thick  and  even  tubular  fibres  and  amorphous 
coagula.  Their  colour  is  red,  yellowish  red,  or  white.  When  they  are  gradually 
receiving  one  or  more  coverings  of  newly  formed  endocardium,  which  extends 
from  them  to  the  inner  surface  of  the  heart,  they  present  the  appearance  of 
having  been  developed  below  the  original  endocardium,  or,  at  all  events,  in  the 
innermost  layers  of  the  muscular  substance  of  the  heart.  Osseous  and  creta- 
ceous concretions  mag  be  successively  developed  in  them ;  and  the  free  stony 
concretions,  which  former  observers  have  recorded  as  occurring  in  the  cavities 
of  the  heart,  were  doubtless  nothing  more  than  loosened,  liberated,  fibrinous 
coagula,  which  have  become  ossified  or  cretified.  We  have  never  hitherto  been 
able  to  detect  vessels  in  them  "  (see  Faber,  Thomson,  Temois). 

Walshe. — A  Practical  Treatise  on  Diseases  of  the  Heart,  4th  ed., 
1873,  p.  455. 

"  Or,  again,  the  concretions  occur  in  the  form  of  masses  of  various  shapes, 
globular,  elongated,  ovoid,  sessile  or  pedunculated,  ranging  in  size  from 
a  pin's  head  to  a  walnut  and  upwards;  in  colour  whitish,  pale  dirty  straw, 
greenish,  yellowish,  or  reddish  yellow ;  in  structure  obscurely  fibrous,  lami- 
nated, granular,  and  lumpy  or  amorphous,  invested  with  a  membranous  coating, 
utentical  in  physical  attribute,  and  continuous  with  the  adjacent  endoiardium. 
This  variety  of  concretion  is  not  vascularised ;  it  has  been  supposed  to  undergo 
nutritive  changes  through  imbibition  from  the  surrounding  blood.  Saline 
precipitation,  and  even  a  crude  irritation  of  bone  formation,  may  occur  infer- 
stitially  within  its  substance."^ 

These  few  quotations  will  suffice  to  give  au  idea  of  what  has 
been  found  by  older  observers. 

12.  Nomenclature. — Tlie  words  stone,  concretion,  calculus,  have 
been  used  in  these  lines  as  being  synonymous  ;  this,  however,  is  not 
altogether  advantageous.  The  restrictions  which  have  been  placed 
by  some  authors  upon  the  word  calculus  are  liable  to  give  rise  to 
misunderstanding  in  some  minds,  whilst  the  word  concretion 
'   In  these  quotations  the  italics  are  mine. 
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does  not  necessarily  imply  calciflcation.  The  v; ord  phleholUh,  which 
has  been  much  employed  to  designate  masses  similar  to  the  one  here 
described  when  found  in  veius,  has  been  found  a  useful  one,  and  has 
been  generally  adopted  ;  it  seems,  therefore,  that  it  would  be  advan- 
tageous to  replace  the  words  cardiac  stone,  calculus  and  concretion 
by  the  term  cardiolith.  January  7th,  1890. 


4.   Two  cases  of  ulcerative  endocarditis. 

By  NOEMAN  MOOKE,  M.D. 

CASE  1. — The  heart  of  a  man,  aged  37,  who  died  of  ulcerative  endo- 
carditis, showing  extensive  soft  growths  on  the  aortic  valves. 
His  illness  began  with  a  severe  pain  in  the  right  groin,  soon  fol- 
lowed by  a  sense  of  resistance  there.  The  swelling  subsided,  and 
no  pulse  was  then  to  be  felt  in  the  left  femoral  artery.  The  pulse 
in  the  right  femoral  artery  was  feeble. 

Three  weeks  later  there  was  no  pulse  in  the  right  wrist,  and  the 
patient  complained  of  severe  pain  at  a  spot  above  the  umbilicus, 
while  a  tender  swelling  was  to  be  felt  in  the  abdomen.  A  loud 
systolic  and  diastolic  murmur  was  audible  at  the  base  and  at  the 
apex.  The  patient  died  exhausted  by  the  fever  after  nine  weeks. 
He  had  had  rheumatic  fever  before,  and  had  had  epileptic  fits, 
which  ceased  during  his  illness. 

The  post-mortem  examination  showed  hypertrophy  of  the  left 
ventricle  and  much  softening  of  the  muscular  tissue  of  the  heart. 
Beside  the  growths  on  the  aortic  valves  there  were  firm  adherent 
clots  in  the  right  brachial  artery  and  in  both  femoral  arteries. 

A  large  acute  aneurysm  was  found  in  the  pancreatico-duodenai 
artery. 

The  mitral  and  other  valves  were  normal,  and  there  was  no 
chronic  arterial  degeneration. 

Case  2.— Heart  of  a  boy,  aged  14,  who  died  in  St.  Bartholo- 
mew's Hosijital,  showing  fungating  grovdihs  on  the  aortic  and 
mitral  valves  and  all  the  endocardium  of  the  left  auricle. 

There  was  a  large  solid  infarct  in  the  spleen,  and  there  were 
scars  of  old  infarcts  in  both  kidneys.     The  liver  and  spleen  showed 
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extensive  amyloid  degeneration,  and  the  kidneys  showed  the  same 
condition  commencing. 

The  boy  had  been  ill  and  under  observation  for  six  months. 
There  was  no  history  of  syphilis  and  no  sign  of  any  chronic  suppu- 
ration. He  had  indefinite  pains  about  his  body,  and  had  a  loud 
double  murmur  at  the  base  of  the  heart,  and  at  the  apex  a  loud 
systolic  murmur,  audible  at  the  angle  of  the  scapula.  A  few  weeks 
before  death  paralysis  of  the  right  side  occurred. 

Report  on  micro-organisms  of  these  cases  by  Dr.  F.  W.  Andbewes. 

The  two  cases  which  Dr.  Moore  has  associated  together  happen 
to  be  the  only  two,  out  of  a  series  of  cases  of  ulcerative,  or  rather 
septic  endocarditis  which  I  have  examined  bacteriologically,  which 
show  abundant  masses  of  streptococci  scattered  almost  uniformly 
throughout  the  vegetations.  It  has  been  known  for  some  time 
that  a  considerable  number  of  different  organisms  might  occur  in 
the  heart  in  this  disease,  and  of  these,  cocci  in  distinct  chains  are 
not  the  commonest. 

In  Dr.  Moore's  first  case  the  streptococci  are  present  in  enor- 
mous numbers,  not  only  in  the  cardiac  vegetations,  but  in  the 
embolus  in  the  artery.  In  many  places  the  chains  are  distinct ;  in 
others  they  are  so  coiled  that  they  cannot  be  plainly  seen.  Attempts 
to  cultivate  them  were  unsuccessful. 

In  the  second  case  the  same,  or  apparently  the  same,  organism 
was  present  in  the  vegetations  in  equal  abundance ;  and,  in  addi- 
tion, a  large  number  of  isolated  and  paired  cocci,  manifestly  dif- 
ferent from  the  preceding.  Culture  experiments  were  more  success- 
ful than  in  the  first  case.  On  agar-agar  tubes  inoculated  from  the 
vegetations  numerous  colonies  of  two  sorts  of  organisms  appeared. 
One  was  a  typical  streptococcus  forming  long  chains  in  both  culti- 
vations, growing  with  some  diflSculty  on  agai*-agar,  and  not  at  all 
on  common  gelatin,  and  hence  differing  altogether  from  the  Strep- 
tococcus pyogenes.  The  other  formed  small  translucent  colonies  on 
agar-agar  resembling  those  of  Diplococcus  pneumoniie.  Its  identity 
was,  unfortunately,  not  tested  by  inoculations  on  animals. 

May  eth,  1890. 
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5.   Congemtal  malformation  of  heart. 

By  NOKMAN   MOOEE,  M.D. 

THE  heart  of  a  girl,  aged  7,  who  died  in  St.  Bartholomew's  Hos- 
pital, The  pulmonary  artery  was  very  small,  and  opened  out 
of  the  right  ventricle  through  a  mass  of  thickened  dense  tissue. 
There  was  an  opening  between  the  ventricles  at  the  uppermost 
part  of  the  ventricular  septum.  The  right  auricle  was  much 
dilated ;  the  veins  entering  it  were  normal,  as  were  both  the  tri- 
cuspid and  the  mitral  valves.  Neither  showed  any  signs  of  inflam- 
mation. The  ductus  arteriosus  was  completely  closed,  and  so  was 
the  foramen  ovale.  The  arch  of  the  aorta  was  dilated  throughout. 
The  innominate  artery  and  the  left  common  carotid  came  off  from 
the  arch  nearer  to  one  another  than  is  normal. 

The  patient  had  long  been  under  medical  observation,  and  the 
principal  features  of  her  case  were  as  follows : 

She  had  had  heart  disease  from  birth,  and  had  always  had  short- 
ness of  breath  and  a  bluish  complexion.  She  had  been  in  the 
Hospital  for  Sick  Children,  G-reat  Ormond  Street. 

She  was  admitted  into  St.  Bartholomew's  Hospital  on  August 
7th,  1889,  and  complained  of  pains  in  her  limbs.  Her  mouth  was 
drawn  to  the  left,  and  she  bad  lost  power  of  motion  in  her  right 
arm.  She  was  cyanosed  and  very  dull.  Her  friends  stated  that 
she  was  usually  bright  and  cheerful.  Her  mouth  was  drawn  up- 
wards and  to  the  left ;  she  could  not  close  her  right  eye  ;  her  tongue 
was  protruded  strongly ;  there  was  no  squint,  and  her  optic  discs  were 
natural.  The  grasp  of  her  right  hand  Avas  very  feeble,  and  she 
could  not  raise  her  arm.  Fingers  clubbed.  Legs  :  cannot  walk  or 
stand;  drags  right  foot.  Breathing  sounds  normal.  Resp.  17, 
regular.  Urine  a^iid,  haze  of  albumen,  no  sugar,  abundant  ui-ates. 
Heart :  apex-beat  in  fifth  interspace,  just  outside  nipple  line.  A 
loud  systolic  murmur  all  over  front  and  back,  loudest  near  left  base. 

August  11th. — She  Avas  very  pale,  and  lay  with  her  mouth  open, 
some  sordes  on  her  lips.  When  touched  she  cries,  but  seems  un- 
conscious otherAvise.  She  has  well-marked  facies  Hippocratica. 
Resp.  44.  No  retraction  of  epigastrium.  Breathing  sounds  in 
front  harsh  ;  no  rales.     Heart :   murmur  unchanged,  louder  left 
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base  than  at  apex,  loud  eveiywliere  in  front,  audible  at  the  angle 
of  the  left  scapula,  but  not  loud  there,  and  only  audible  there  in 
intervals  of  breathing. 

16th. — Her  head  has  become  strongly  retracted,  and  her  attitude 
more  or  less  opistho tonic.  Very  irritable.  No  squint.  Some  ex- 
tensor rigidity  in  right  arm. 

Her  temperature  on  August  7th  was,  evening,  100'2°.  It  con- 
tinued from  100°  to  101°  till  the  morning  of  August  11th,  when  it 
rose  to  1039°.  By  the  following  morning  it  had  fallen  to  101°, 
that  evening  (August  12th)  rose  to  102°,  rose  on  the  13th  and  14th 
in  the  morning  to  104°,  and  was,  after  the  12th,  never  below  102°. 

Her  pulse  was  always  over  120.  November  5th,  1889. 


6.  Defect  of  cardiac  septum  [interauricular) .     Conge7ntal  heart 
disease.     [Card  specimen.) 

By  E.  G.  Hebb. 

FEMALE,  aged  20.  Never  any  symptoms  till  three  years  ago. 
Never  any  cyanosis. 

Physical  signs. — Cardiac  ai-ea  increased  downwards  and  out- 
wards. Loud  systolic  at  bottom  of  sternum,  double  murmur  at 
apex. 

Post-mortem  examination. — Heart  weighs  17^  oz.,  measures  six 
and  a  half  inches  iu  length,  and  five  transversely.  Right  heart 
dilated  and  hypertrophied,  the  right  apex  being  about  one  inch 
lower  than  left  apex.  Wall  of  right  ventricle  =  two-eighths  of  an 
inch,  of  left  ventricle  three-eighths  of  an  inch.  The  muscles  on 
the  wall  of  right  ventricle  are  very  thick.  The  auricles  are  in  free 
fommunication,  owing  to  the  extreme  imperfection  of  the  sej^tum, 
which  is  merely  a  crescentiform  ridge  on  the  floor.  The  mitral 
cusps  are  thickened  and  adherent ;  valve  aperture  three  and  three 
quarter  inches.  May  6th,  1890. 
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7.   Stenosis  of  pulmonary  artery.     Congenital  heart  disease. 
{Card  specimen.) 

By  E.  G.  Hebb. 

MALE,  aged  45,  admitted  to  Westminster  Hospital  September 
3rd,  1889. 

Physical  signs  were,  loud  systolic  murmur,  best  heai'd  over  pul- 
monary area.  Diastolic,  (?)  aortic.  Cardiac  dulness  increased  up- 
wards and  to  tbe  left.  Over  the  area  of  increased  dulness  there 
was  a  thrill. 

Post-mortem  examination. — Pericardial  sac  much  thickened  and 
dilated  ;  contains  about  a  pint  of  clear  yellow  fluid.  Heart  weighs 
17^  oz.  Shape  of  left  heart  is  globular,  of  inght  heart  triangular. 
Greatest  thickness  of  wall  of  left  ventricle  =  four  eighths  of  an  inch, 
of  right  ventricle  six  eighths  of  an  inch.  The  cusps  of  pulmonary 
valve  are  thickened  and  adherent.  Owing  to  their  adhesion  the 
pulmonary  orifice  is  narrowed  to  about  the  calibre  of  a  No.  15 
catheter.  The  pulmonary  artery  is  large  and  dilated.  The  mitral 
measures  425  inches,  the  tricuspid  4'5  inches.  The  aortic  cusps 
are  very  slightly  thickened  and  recurved.  The  viscera  are  "  car- 
diac," but  in  other  respects  not  noteworthy.  May  6th,  1890. 


8.  Defect  of  cardiac  septum  (interventricular).     Congenital 
heart  disease.     ( Card  specimen.) 

By  E.  G.  Hebb. 

FEMALE,  aged  5  months,  had  been  wasting  for  the  j^ast  four 
months.  Had  "  snuffles  "  and  rash  on  buttocks  since  birth. 
There  is  a  loud  systolic  murmur  over  the  precordial  area.  No 
cyanosis.     Bronchitis. 

Post-mortem  examination. — Heart  weighs  1|  oz.,  shape  globular. 
Wall  of  right  ventricle  thick.  The  septum  is  deficient  at  its  base, 
so  that  there  is  communication  between  the  two  ventricles.     To 
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the  lower  margin  of  the  aperture  the  fringes  of  those  cusps  of  tri- 
cuspid and  mitral  which  are  adjacent  to  septum  are  adherent. 
These  cusps,  like  the  septum,  are  also  defective,  the  orifice  passing 
dii-ectly  through  all  the  three  structures. 

Hence,  as  the  cusps  of  the  tricuspid  and  mitral  are  fixed,  both 
these  valves  are  incompetent ;  and  as  they  are  also  perforated  at 
their  base,  there  is  communication  between  all  four  cavities. 

The  other  viscera  do  not  call  for  remark.  May  6th,  1890, 


9.  Defect  of  cardiac  septum,  ^c.  {interventricular).     Congenital 
heart  disease.     {Card  specimen.) 

By  E.  G.  Hebb. 

FEMALE,  aged   5,  in   condition   of   extreme   cyanosis.     Ends   of 
fingers  and  toes  much  clubbed.     Bronchitis.     Systolic  murmur 
loudest  over  ijulnionary  area. 

Weight  of  heart  with  aortic  arch  =  7\  oz.  Walls  of  both  ven- 
tricles much  hypertrophied.  Right  ventricle  larger  than  left. 
Interventricular  septum  defective  at  base.  Pulmonary  artery  is  ex- 
tremely stenosed,  the  orifice  being  not  larger  than  a  No.  4  catheter. 
The  aorta  lies  in  line  with  the  septum,  so  that  it  commvmicates 
with  both  ventricles.  There  are  only  two  cusps  to  the  pulmonary 
valve,  the  stenosis  of  which  is  due  to  a  thickening  at  its  base  just 
below  cusps.  On  the  aorta  and  tricuspid  valves  are  numerous 
coarse  and  hard  vegetations.  May  6th,  1890, 


10,  Congenital  disease  of  heart  with  right-sided  endocarditis. 
( Card  specimen.) 

By  H.  W.  G,  Mackenzie,  M.D. 

1-^HE  specimen  is  from  a  man,  aged  21,  who  died  in  the  Royal 
.     Free  Hospital  under  the  care  of  Dr.  Sainsbury,  June  28th, 
1889. 
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The  man  had  always  been  slightly  short  of  breath  on  exertion, 
but  had  never  been  cyanotic.  He  had  never  been  ill  until  nine 
months  before  his  death,  when  he  injured  his  left  side  and  was  ad- 
nutted  to  University  College  Hospital. 

When  in  the  Royal  Free  Hospital  he  complained  of  shortness  of 
breath, great  weakness,  and  pains  in  both  sides.  Dr.  Saiusbury  noted 
*  systolic  bruit  over  Avhole  cardiac  area,  at  maximum  over  pulmonary 
artery,  faintly  heard  at  angle  of  scapula.  Systolic  thrill  best 
marked  above  nipple.     Condition  of  heart  probably  congenital." 

He  had  paroxysms  of  dyspucea,  in  one  of  which  he  died. 

At  the  post-mortem,  in  addition  to  the  cardiac  disease  there  was 
found  extensive  tubercular  disease  of  lungs,  most  advanced  in  the 
right,  in  which  there  was  a  large  cavity,  and  tubercular  disease  of 
the  right  kidney.     There  was  slight  recent  pericarditis. 

The  specimen  shows  a  large  communication  between  the  ventricles 
in  the  situation  of  the  undefended  space.  The  opening  is  separated 
from  the  pulmonary  valve  by  a  septum  which  extends  downwards, 
forming  a  kind  of  continuation  of  the  pulmonaiy  artery  on  the 
ventricular  side  of  the  valve.  The  foramen  ovale  is  patent,  but  the 
opening  is  oblique  and  valvular,  only  admitting  a  narrow  glass  rod. 

The  pulmonary  artery  is  of  normal  size,  and  there  is  no  trace 
of  the  ductus  arteriosus. 

On  the  pulmonary  valve  are  masses  of  fibrin,  some  half  an  inch 
long,  which  project  into  the  pulmonary  artery,  on  the  wall  of  which 
also  there  is  some  fibrinous  deposit.  The  tricuspid  valve  is  simi- 
larly but  less  extensively  affected.  The  valves  on  the  left  side  are 
healthy.  November  19th,  1889. 


11.  Symmetrical   aneurysms  of  the  middle  cerebral  arteries ; 
vessels  thin,  no  cause  for  the  aneurysms  found. 

By  Samuel  West,  M.D. 

THE  preparation  was  taken  from  the  body  of  a  woman  34  years  of 
age,  who  had  suffered  for  about  a  year  from  headache,  epi- 
staxis,  slight  occasional  hsematemesis,  and  diarrhoea,  with  meliena. 
She  had  been  twice  jaundiced,  and  twice  tapped  for  ascites. 
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Two  days  before  admission  she  had  a  fall,  and  suffered  more 
than  iisual  from  headache  since.  She  was  admitted  for  general 
debility  and  headache,  which  were  thought  to  depend  upon  her 
previous  habits.  Tt\'0  days  later  she  suddenly  became  unconscious 
and  died. 

On  post-mortem  examination  the  whole  base  of  the  brain  was 
covered  with  haemorrhage  into  the  pia  mater  and  beneath  it, 
extending  upwards  on  both  sides  over  the  surface  of  the  brain, 
but  most  on  the  left  side.  It  also  tracked  downwards  over  the 
pons  and  medulla.  The  fourth  ventricle  was  filled  with  blood-clot, 
but  the  lateral  ventricles  contained  none.  At  the  spot  where  the 
middle  cerebral  artery  divided  on  the  left  side  was  found  an 
aneurysm  about  the  size  of  a  pea.  Its  walls  were  very  thin,  and 
ruptured  at  the  part  most  distant  from  the  vessel.  In  a  similar 
position  on  the  right  middle  cerebral  was  a  smaller  aneurysm, 
about  the  size  of  a  millet  seed,  which  was  not  ruptured.  The 
vessels  at  the  base,  except  for  the  aneurysm,  were  perfectly  healthy, 
and  there  was  no  evidence  anywhere  of  any  local  disease  to  which 
the  aneurysms  could  be  attributed.  The  heart  was  healthy  and 
the  kidneys  normal.  The  only  organ  diseased  was  the  liver,  and 
this  was  markedly  cirrhotic. 

Thei-e  was  no  history  of  rheumatism  and  no  evidence  of  syphilis, 
and  the  cause  of  the  aneuiysms  remains  unexplained. 

November  19th,  1889. 


12.  Symmetrical  intracranial  aneurysms  of  the  vertebral  arteries, 
producing  symptoms  resembling  cerebrospinal  meningitis. 

By  W.  Hale  White,  M.D. 

IN  the  following  case  symptoms  of  cerebro-spinal  meningitis  were 
produced  by  two  symmetrical  aneurysms,  one  on  each  vertebral 
artery. 

George  E — ,  aged  25,  who  had  had  rheumatic  fever  previously, 
was  admitted  into  Guy's  Hospital  on  September  14th  for  pain  in 
the  head,  sickness,  retraction  of  the  head,  optic  neuritis  with 
retinal  haemorrhages,  pain  in  the  muscles  at  the  upper  part  of  the 
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neck,  paralysis  of  the  left  side  of  his  face,  and  total  paralysis  of 
the  right  side  of  the  tongue.  His  temperature  was  always  between 
100°  and  101°.  His  pulse  was  rather  quick,  but  otherwise  normal. 
The  urine  contained  a  good  deal  of  blood.  It  soon  became  evident 
that  the  left  side  of  the  tongue  was  also  paralysed.  He  became 
gradually  worse,  and  shortly  before  death  it  seemed  probable  that 
the  right  side  of  the  face  was  slightly  paralysed  as  well  as  the 
left.     He  died  suddenly  about  a  fortnight  after  admission. 

Autopsy. — There  was  a  large  effusion  of  blood  at  the  base  of  the 
brain,  reaching  from  the  optic  chiasma  to  the  spinal  cord,  and 
spreading  round  the  back  of  the  medulla  and  pressing  upon  the 
fourth  ventricle.  The  blood  formed  a  solid,  black,  post-mortem  clot, 
in  which  were  embedded  the  cranial  nerves  fi'om  the  second  to 
twelfth  inclusive.  There  was  an  aneurysm  in  corresponding  parts 
of  each  vertebral  artery,  about  half  an  inch  from  its  termination  in 
the  basilar.  That  on  the  right  side  was  about  the  size  of  a  pea  ;  it 
contained  but  little  ante-mortem  blood-clot.  It  had  ruptured, 
giving  rise  to  the  effusion  of  blood  at  the  base  of  the  brain.  That 
on  the  left  side  was  slightly  larger,  and  was  fillled  with  ante- 
mortem  blood-clot.  Both  aneurysms  lay  upon  and  compressed  the 
corresponding  hypoglossal  nerves  at  their  superficial  origin  from 
the  medulla.  The  facial  nerves  were  not  obviously  pressed  upon, 
but  the  aneurysms  were  so  near  them  that  it  is  quite  likely  that 
the  facial  paralysis  observed  during  life  was  due  to  the  pressure  of 
the  aneurysm  on  the  left  side.  The  subarachnoid  haemorrhage 
bad  extended  to  the  lower  dorsal  region  of  the  cord.  The  optic 
discs  were  raised,  the  margins  were  ill  defined,  and  there  were 
minute  haemorrhages  in  the  left  retina. 

The  heart  weighed  13  oz. ;  the  mitral  valve  was  thickened,  and 
the  orifice  contracted  so  as  to  admit  only  two  fingers.  On  the 
auricular  surface  of  the  anterior  cusp  and  the  cori-esponding  part 
of  the  auricular  wall  there  were  some  recent  vegetations  (micro- 
cocci found  in  them  are  shown  as  a  card  specimen  by  Dr.  Wash- 
bourn,  q.  v.).  The  spleen  contained  many  infarcts  which  had 
broken  down  into  abscesses.  There  were  also  several  infarcts  in 
the  kidney. 

During  this  patient's  lifetime  every  one  who  saw  him  considered 
that  he  had  cerebro-spinal  meningitis,  for  he  had  optic  neuritis, 
headache,  vomiting,  retraction  of  the  head,  and  paralysis  of  the 
face  and  tongue,  together  with  a  rise  of  temperatui-e,  generally  to 
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about  100"  or  lOl'^.  We  also  thought  tliat  the  meningitis  was  in 
some  way  connected  with  his  cardiac  disease,  either  because  he 
had  meningitis  as  a  complication  of  ulcerative  endocarditis,  or, 
what  was  far  less  probable,  because  he  had  rheumatic  meningitis. 
Against  ulcerative  endocarditis  were  the  facts  that  he  had  no  rigors, 
nor  was  there  any  tenderness  over  the  spleen  indicative  of  splenic 
infarcts ;  but  in  favour  of  ulcerative  endocarditis  there  were  the 
hsematuria  and  the  retinal  haemoiThages.  It  was  never  suspected 
that  the  real  explanation  of  the  case  would  be  that  he  had  ulcerative 
endocarditis,  and  that  as  a  consequence  of  embolism  he  had  in  the 
cranial  cavity  an  aneurysm  of  each  vertebral  artery  producing  the 
symptoms  suggestive  of  meningitis  ;  but,  as  the  report  of  the  case 
shows,  the  lingual  and  facial  paralysis  was  due  to  the  pressure  of 
these  aneurysms  on  the  h^-poglossal  and  facial  nerves,  and  probably 
the  retraction  of  the  head  was  due  to  pressure  upon  nerve-fibres 
supplying  the  rectus  capitis,  posticus  major  and  minor  muscles,  for 
although  the  first  ceiTical  nerve  itself  was  free,  perhaps  fibres  of  it 
after  it  reached  the  cord  were  pressed  upon ;  and  also  it  must  be 
romemberod  that  we  do  not  know  the  precise  connections  of  the 
nerves  supplying  these  small  muscles.  How  much  of  the  optic 
neuritis,  vomiting,  and  headache  was  due  to  the  cerebral  aneu- 
rysms and  how  much  to  the  ulcerative  endocarditis  it  is  difficult 
to  say.  The  immediate  cause  of  death  was,  of  course,  the  rupture 
of  one  of  the  aneurysms.  November  19th,  1889. 


13.  Four  sacculated  aneurysms  arising  from  dilated  aortic  arch. 
By  H.  Montague  Murray,  M.D. 

THIS  specimen  was  taken  from  the  body  of  a  man,  aged  58,  brought 
after  death  to  Charing  Cross  Hospital.  For  many  years  he 
had  been  a  sailor,  but  his  employment  at  the  time  of  death  was 
that  of  sandwich-man.  His  habits  and  the  diseases  from  which  he 
had  previously  suffered  could  not  be  ascertained.  He  died  while 
sitting  in  a  cart,  where  he  had  been  left  in  apparently  good  health 
about  five  minutes  before  he  was  found  dead. 

The  aortic  arch  is  much  dilated.     The  dilatation  extends  from  a 
plane  three  quarters  of  an  inch  above  the  attachment  of  the  aortic 
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valves  to  one  two  and  a  quarter  inches  bevond  the  origin  of  the 
left  subclavian  artery.  The  diameter  of  the  largest  part,  which  is 
just  midway  between  these  limits,  is  two  inches.  The  wall  of  the 
vessel  is  thicker  than  normal,  and  quite  inelastic.  Its  inner 
surface  has  a  puckered  cicatricial  appearance  throvighout,  but  no 
calcification  perceptible  to  touch,  and  very  few  yellow  patches. 
Patches  of  similar  disease  are  scattered  along  the  whole  of  thoracic 
and  abdominal  aorta.  Microscopically  the  thickening  is  seen  to 
consist  of  chi'onic  inflammatoiy  tissue  with  a  few  caseating  foci, 
both  occupying  the  position  characteristic  of  atheroma. 

From  the  dilated  portion  of  the  arch  spring  foi;r  sacculated 
aneurysms.  Of  these,  two  arise  from  the  commencement  of  the 
dilatation,  and  their  orifices  are  in  the  same  horizontal  plane. 
(1)  One  of  them  takes  its  origin  from  the  front  of  the  aorta,  and 
has  a  capacity  of  two  drachms  and  an  oi-ifice  one  inch  in  diameter. 
It  is  covered  by  pericardium.  In  its  lower  and  anterior  part  is  a 
minute  hole  impervioiis  to  a  probe,  but  through  which  fluid  can  be 
forced.  (2)  Situate  on  the  posterior  wall,  half  an  inch  from  the 
left  margin  of  the  preceding,  is  the  opening  of  the  second  aneu- 
rysm. This  projects  backwards  just  above  the  right  pulmonary 
artery,  and  forms,  when  viewed  from  behind,  a  small  knob  on  the 
external  surface  of  the  aorta.  The  diameter  of  its  orifice  is  seven 
sixteenths  of  an  inch,  and  its  capacity  is  thi*ee  quarters  of  a 
drachm.  (3)  The  third  aneurysm  arises  from  the  outer  or  right 
side  of  the  aorta.  The  opening  is  half  an  inch  in  diameter,  and  is 
one  inch  higher  up  than  the  two  orifices  ali'eady  described.  Its 
capacity  is  three  drachms.  The  superior  vena  cava  runs  to  the 
right  of  and  behind  it.  (4)  The  fourth  and  largest  aneurysm  has 
its  opening  (diameter  fifteen  sixteenths  of  an  inch)  in  the  poste- 
rior surface  of  the  arch,  just  below  and  to  the  right  of  the  origin  of 
the  great  vessels  Its  capacity  is  six  drachms.  It  projects  back- 
wards and  to  the  right,  pushing  the  trachea  to  the  left,  and 
slightly  constricting  its  lumen.  None  of  the  aneurysms  contained 
any  laminated  clot. 

In  addition  to  the  foregoing  there  are  two  pouches  to  be  noted 
— (1)  one,  half  an  inch  long,  in  a  line  with  and  beyond  the  left 
subclavian  artery,  simulating  the  orifice  of  that  vessel ;  and  (2) 
another  to  the  right  of  the  origin  of  the  innominate  artery,  in- 
volving the  adjacent  side  of  the  vessel,  and  larger  though  less 
defined  than  the  first  mentioned. 
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The  pericardium  contained  18  oz.  of  blood. 

The  right  kidney  and  the  spleen  were  scarred  on  the  surface. 

No  further  evidence  of  disease  was  discovered. 

In  vol.  XXX  of  tbe  '  Transactions '  a  case  is  described  in  which 
three  aneurysms  took  their  origin  from  the  arch  of  the  aorta.  No 
other  case  of  multiple  aneurysm  of  the  arch  is  recorded  by  this 
Society.  It  seems  strange,  in  view  of  the  uniformly  distributed 
disease,  often  affecting  the  aorta,  that  cases  of  multiple  aneurysm 
are  not  common,  and  my  principal  object  in  bringing  this  case 
before  the  notice  of  this  Society  is  to  ascertain  whether  my  own 
experience  is  in  this  matter  exceptional,  for  this  case  is  the  first  I 
have  myself  seen. 

I  am  inclined  to  attribute  to  syphilis  the  chief  influence  in  the 
causation  of  tbe  condition,  and  this  mainly  because  of  the  pre- 
ponderance of  cicatrisation  over  caseation  and  calcification. 

The  different  aneurysms  in  this  case  illustrate  the  different 
varieties  generally  met  with  in  this  region.  The  fusiform  is  seen 
in  the  general  dilatation  and  in  the  two  pouches  last  described; 
the  sacculated  in  three  of  the  remainder.  An  intermediate  condi- 
tion is  supplied  by  that  which,  leaking  into  the  pericardial  cavity, 
caused  the  fatal  result. 

The  position  of  both  pouches  and  sacs  is  in  each  case  that  which 
aneurysms  of  the  aortic  arch  frequently  occupy. 

The  connecting  passage  between  the  aneurysm  and  the  peri- 
cardium was  exceedingly  minute  and  difiicult  to  find.  Haemato- 
pericardium  occurring  with  aneurysm  of  the  aortic  arch  is  not 
always  due  to  ruj^ture  of  the  sac.  I  have  twice  seen  it  result  from 
rupture  of  an  atheromatous  ulcer  in  the  first  part  of  a  dilated 
aortic  arch.  In  each  case  an  aneurysm  was  present  higher  iip,  but 
in  neither  did  the  existence  of  this  have  any  apparent  influence  on 
the  fatal  issue.  April  Ibth,  1890. 
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14.  Aneurysm  of  the  popliteal  artery  complicated  with  sarcom,a. 
By  John  Croft. 

PP — ,  aged  71,  of  no  occupation  for  sixteen  years,  was  admitted 
•     under  Mr.  Croft's  care  in  St.  Thomas's  Hospital  on  June 
4tti,  1888,  and  discharged  November  14th  of  the  same  year. 

He  was  admitted  for  a  popliteal  aneurysm  in  the  left  leg.  Three 
months  previously  he  had  felt  a  pain  in  the  leg,  and  this  had  been 
accompanied  by  rapid  swelling  from  the  knee  to  the  ankle.  This 
swelling  had  pitted  on  pressure.  It  did  not  increase  after  the  first 
day  or  two.  He  found  difficulty  in  getting  on  his  trousers  and 
boots,  and  in  walking.  In  the  course  of  two  months  the  swelling 
had  subsided  under  medical  treatment.  His  medical  man  had 
discovered  that  there  was  disease  of  the  heart;  and  a  fortnight 
before  admission  the  same  gentleman  had  detected  a  small  lump 
in  the  ham  which  pulsated  strongly.  This  pulsating  tumour  in- 
creased rapidly  to  double  its  size,  and  therefore  the  patient  was 
sent  to  consult  Mr.  Croft,  who  ascertained  that  the  tumour  was  a 
popliteal  aneurysm.  The  patient  was  advised  to  go  into  St. 
Thi^mas's  Hospital  for  treatment. 

On  admission  on  June  4th  the  aneurysmal  swelling  was  about 
the  size  of  a  hen's  egg,  appeared  to  be  fusiform  in  shape,  and  pul- 
sated strongly  with  a  decided  expansile  impulse.  A  murmur  could 
be  heard  over  it  with  the  stethoscope.  The  circumference  at  the 
knee  was  two  inches  and  an  eighth  larger  than  that  of  the  opposite. 
The  leg  was  not  oedematous.  Pulsation  in  the  posterior  tibial 
artery  could  be  distinctly  felt,  but  the  pulse  in  the  anterior  tibial 
could  not  be  discovered  by  some  persons.  Bending  the  knee  caused 
pain,  and  difficulty  was  experienced  in  walking  iipstairs.  A  systolic 
bruit  could  be  heard  over  the  mitral  and  aortic  valves.  The  radial 
pulse  was  at  92,  and  the  vessel  was  somewhat  thickened.  His 
temperature  soon  after  admission  was  1004°.  The  urine  showed  a 
faint  trace  of  albumen,  and  was  high-coloured.  His  tongue  was 
furred.  During  the  following  twelve  days  he  was  kept  under 
general  treatment.  The  aneurvsm  was  repeatedly  examined  by 
Mr.  Croft,  and  the  patient  was  seen  by  Sir  William  MacCormac, 
Mr.  Clutton,  Mr.  Pitts,  and  Mr.  Battle,  and  no  one  doubted  that 
the  tumour  was  caused  by  an  aneurysm. 

5 
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He  was  not  thouglit  to  be  a  fit  subject  for  treatment  by  digital 
compression. 

On  June  lotb  the  measurements  of  the  limb  and  the  state  of  the 
aneurysm  showed  no  improvement  (upon  the  state  at  admission), 
but  the  urine  and  temperature  had  become  normal. 

On  the  16th  the  femoral  artery  was  ligatured  without  difficulty 
at  the  point  of  Scarpa's  triangle.  The  ligature  was  tied  sufficiently 
tightly  to  arrest  pulsation  in  the  sac,  but  not  to  rupture  the  middle 
and  internal  coats  of  the  artery.  An  antiseptic  silk  ligature  was 
used  and  cut  short.  The  wound  was  closed  in  the  usual  manner 
and  dressed  antiseptically.  The  tumour  subsided  in  volume,  and 
when  examined  an  hour  or  two  after  the  operation  was  free  from 
pulsation. 

Mr.  Croft  saw  the  patient  at  ten  o'clock  next  morning.  June  17th, 
and  found  that  the  tumour  had  become  distinctly  pulsatile  and 
with  expansile  impulse,  although  it  remained  smaller  and  firmer 
than  it  had  been  before  the  operation. 

Twenty-one  days  after  this  date  the  patient  was  still  suffering 
from  the  aneurysm.  The  pulsation  was  feeble  but  evidently 
expansile.  The  tumour  was  smaller  than  it  had  been  before  the 
ligature  was  put  on,  and  it  was  firmer.  Pulsation  in  the  femoral 
artery  close  below  the  seat  of  ligature  could  be  distinctly  felt,  and 
its  bruit  heard  with  a  stethoscope.  The  wound  had  healed 
soundly,  and  the  man's  general  health  was  satisfactory. 

Mr.  Croft  pronounced  that  the  ligature  had  failed,  and  that  the 
artery  must  be  tied  effectually  without  further  delay. 

On  July  7th  he  exposed  the  artery  above  and  below  the  seat  of 
the  first  deligation.  and  ligatured  the  artery  in  each  situation.  At 
this  operation  he  employed  carbolised  gut  ligatures,  and  tied  them 
tightly  in  the  usual  manner,  with  the  object  of  rupturing  the 
internal  and  middle  coats.  The  ligatures  were  cut  short  and  the 
operation  completed  antiseptically.  After  this  proceeding  the 
patient  made  a  rapid  recovery  from  the  immediate  effects  of  the 
operation,  and  pulsation  never  returned  in  the  tumour. 

The  wound  had  soundly  healed  by  the  eleventh  day,  and  the  sac 
was  firm.  The  swelling  formed  by  it  appeared  to  be  somewhat 
fusiform  in  sha])e,  and  about  three  and  a  half  inches  in  length,  and 
two  and  a  half  from  side  to  side. 

On  August  11th  the  swelling  was  still  hard,  but  had  not  dimin- 
ished in  size.     He  was  allowed  to  get  up.     Soon  after  this,  or  a 
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little  over  five  weeks  from  the  second  operation,  the  swelling  was 
observed  to  have  become  enlarged  on  its  outer  side,  and  that  the 
measurement  around  the  knee  had  increased  to  sixteen  and  a  half 
inches,  or  six  eighths  of  an  inch  larger  than  it  was  on  admission. 

A  fortnight  later  fluctuation  could  be  indistinctly  felt  deeply  in 
the  swelling.  The  collateral  arteries  were  at  this  period  noticed  to 
be  decidedly  enlarged. 

On  October  lltb,  or  more  than  twelve  weeks  (three  months) 
after  the  operation,  he  was  suffering  severely  from  pains  caused  by 
the  increasing  swelling  in  the  ham,  and  this  mass  now  caused  the 
knee  to  measure  seventeen  and  three  quarter  inches. 

The  skin  had  become  dusky  over  the  outer  side  of  the  swelling, 
which  was  hotter  than  natural,  and  yielded  indistinct  fluctuation. 
It  was  somewhat  tender  to  the  touch.  There  was  not  any  pulsa- 
tion in  it. 

On  October  15th,  or  nearly  thirteen  weeks  after  the  successful 
ligation  of  the  femoral  artery,  Mr.  Croft  decided  to  explore  the 
popliteal  tumour  with  the  object  of  ascertaining  whether  the  local 
lesion  was  due  to  liquefaction  of  the  contents  of  the  aneui-vsm 
and  inflammation  around  it,  or  whether  the  aneurysm  had  become 
complicated  by  a  new  growth.  He  was  prepared  to  amputate  the 
limb. 

In  accordance  with  this  view  he  made  a  free  incision  aloug  the 
middle  line  of  the  back  of  the  swelling.  This  incision  revealed  the 
presence  of  an  extensive  new  growth,  and  at  the  same  time  let  out 
a  quantity  of  disintegrating  material,  blood,  and  fluid. 

No  farther  interference  with  the  parts  was  attempted.  The 
limb  was  amputated.  The  stump  healed  quickly,  and  the  man  left 
the  hospital  at  the  end  of  a  month. 

He  survived  until  the  autumn  of  1889  (about  a  year),  when  he 
died  of  recurrence  of  the  malignant  disease. 

The  amputated  limb  was  handed  over  to  Mr.  Shattock,  that  it 
might  be  hardened  in  spirit  and  prepared  for  a  careful  examination. 
Mr.  Shattock  has  aided  me  in  drawing  up  the  detailed  description 
of  the  specimen.  This  I  will  give  after  recounting  what  appear  to 
me  to  be  the  cardinal  points  for  notice. 

The  few  things  which  strike  one  as  remarkable  about  the  vessels 
and  mass  which  distend  the  popliteal  space  are — 

1.  The  core  of  it  is  formed  by  an  egg-shaped  lump  of  firm, 
laminated,  pink  clot,  which  is  encapsuled  by  a  thick  pale  lamina. 
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2.  That  except  at  its  uppei-  end  there  is  no  distinguishable  sac- 
wall  to  this  concrete  laminated  clot. 

3.  That  the  compressed  popliteal  artery  is  seen  above  to  expand 
on  to  the  upi>er  end  of  the  concrete  clot,  and  after  being  traceable 
for  about  three  quarters  of  an  inch  the  walls  of  the  artery  are 
lost. 

4.  That  the  same  artery  is  seen  at  the  lower  end  of  th.e  clot  to 
recommence,  as  it  were,  in  a  dilated  condition,  and  to  gradually 
regain  in  a  tortuous  course  of  about  two  inches  its  natural  calibre. 

5.  That  this  firm  concrete  clot  is  traversed  or  tunnelled  by  a  well- 
marked  though  winding  chaunel,  by  wliich.  a  current  of  blood 
derived  from  collateral  vessels  passed  from  the  femoral  artery  to 
the  limb  below.  This  channel  is  wider  above  than  below,  and  is 
still  seen  to  be  lined  by  thin  imperfect  laminae. 

6.  That  the  large  growth  of  round-celled  sarcoma  has  surrounded 
and  compressed  the  artery  above  the  clot  or  aneurysm,  but  about 
the  body  of  the  latter  is  decidedly  differentiated  from  it,  and  in  its 
lower  part  has  liquefied  and  disintegrated.  The  pale  encapsulating 
lamina  of  the  clot  seems  to  have  protected  its  interior. 

7.  That  the  sarcoma  has  followed  the  course  of,  invaded,  and 
blocked  the  large  veins,  particularly  the  popliteal  and  femoral 
veins. 

The  popliteal  space  is  seen  to  be  greatly  distended  by  an  oblong 
mass  measuring  about  five  inches  in  length  and  four  in  breadth. 

The  vei'tical  section  shows  that  the  centre  or  core  is  formed  by 
an  oval  laminated  clot  about  the  size  of  an  egg,  and  this  is  distin- 
guished from  the  surrounding  structure  by  its  jiink  colour  and  firm 
consistence.  The  surrounding  growth  is  somewhat  soft  in  texture, 
and  has  been  i^roved  by  microscopical  examination  to  be  a  round- 
celled  sarcoma.  The  femoral  artery  can  be  traced  from  above, 
where  it  is  placed  to  the  inner  side  of  the  femur,  across  the  top  of 
the  growth  as  far  as  the  middle  line;  there  it  descends  vertically 
through  the  tumour  for  the  distance  of  an  inch  and  a  half  at  the  top 
of  the  laminated  clot.  In  this  situation  the  walls  are  seen  to 
expand,  and  can  be  traced  for  a  short  distance  in  the  section 
between  clot  on  its  inner  aspect  and  the  growth  on  its  outer  aspect, 
and  then  it  becomes  lost.  A  section  taken  from  this  part  shows 
microscopically  that  the  elastic  laminae  of  the  vessel  wall  divide 
the  sarcoma  from  the  clot.     The  centre  of  the  large  clot  is  traversed 
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or  tunnelled  hy  a  slightly  winding  channel,  which  is  continuous 
above  with  the  lumen  of  the  popliteal  artery. 

On  injecting  a  stream  of  water  up  the  popliteal  ai-tery  from 
below,  the  water  was  seen  to  escape  freely  from  the  lower  end  of 
this  channel,  showing  that  there  had  been  a  current  of  blood  from 
one  opening  of  the  artery  to  the  other.  The  lower  part  of  the 
popliteal  artery  was  traced  from  below  upwards  along  a  tortuous 
course,  into  which  it  had  been  forced  by  the  growth  of  the  sarcoma 
in  the  neighbouring  vein.  The  artery  is  seen  here  to  be  somewhat 
dilated  as  well  as  tortuous,  and  the  dilatation  to  be  graduated 
from  above  downwards. 

Except  for  about  three  quarters  of  an  inch  below  the  upper  end 
of  the  artery  no  wall  to  the  aneurysm  can  be  traced.  A  kind  of 
caj^sule  to  clot  is  seen  to  be  formed  by  a  firm,  decolourised  lamina 
of  clot,  and  this  seems  to  differentiate  the  aneurysmal  clot  from  the 
disintegrating  growth  in  a  very  marked  manner  at  the  lower  and 
anterior  part  of  the  former.  Both  above  and  below  the  popliteal 
mass  the  large  veins  are  seen  to  be  greatly  distended  by  extensions 
of  the  sarcomatous  growth.  The  sarcoma  has  not  sprung  from 
either  periosteum  or  bone,  and  the  latter  is  everywhere  normal. 

The  inferences  that  T  have  made  are  the  following : 

1.  That  the  original  lesion  was  a  vascular  one. 

2.  That  the  vascular  lesion  was  aneurysmal. 

3.  That  the  aneurysm  was  sacculated,  and  up  to  the  time  or 
stage  before  invasion  by  the  malignant  new  growth  possessed  and 
retained  its  sac. 

4.  That  the  clinical  history  before  and  after  the  first  ligature 
supports  this  by  (a.)  the  strong  expansile  pulsation ;  (6)  the 
collapse  of  the  swelling  when  the  flow  of  blood  into  it  had  been 
arrested;  (c)  the  definition  of  the  early  swelling,  and  (d)  the 
sudden  onset  of  the  local  disorder,  suggesting  an  embolic  origin. 

5.  That  about  the  time  of  and  after  the  second  and  successful 
ligation  the  sarcoma  penetrated  and  destroyed  the  sac. 

6.  That  some  of  the  outlying  soft  coagulum  disintegrated,  mixed 
with  the  surrounding  sarcoma,  and  they  together  formed  the  fluc- 
tuatmg  portion  of  the  swelling  on  the  outer  side  of  the  ham. 

7.  That,  owing  to  the  density  of  the  cortical  laminse  of  the  clot, 
no  extravasation  of  blood  took  place,  and  therefore  no  pulsation  re- 
curred. 

8.  That  the  case  was  one  of  aneurysm  which  became  complicated 
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about  the  time  of  the  successful  ligation  by  a  rapid  growth  of 
round-celled  sarcoma. 

I  have  brought  this  case  and  specimen  before  this  Society,  partly 
because  I  think  its  pathological  interest  is  to  be  preferred  to  its 
clinical  interest. 

Did  the  aneurysmal  swelling  precede  the  sarcomatous  growth  ?  (I 
believe  that  it  did  so)  ;  and  have  the  two  any  pathological,  or  rather 
setiological  relationship  ?  I  must  confess  that  I  cannot  answer 
this  latter  query.     Data  seem  to  be  wanting. 

Mr.  Shattock  and  I  believe  this  specimen  to  be  unique.  I  cannot 
find  any  record  of  any  strictly  comparable  case  or  specimen. 
Another  object  I  have  in  putting  this  case  before  you  is  that  it  may 
possibly  assist  in  bringing  to  light  some  other,  similarly  obscure 
and  interesting.  Fehruarij  IWi,  1890. 

Report  by  the  Morbid  Growths  Committee  on  2Ir.  Croft's  case  of 
aneurysm. — "We  have  nothing  to  add  to  this  description  of  the 
specimen  given  by  Mr.  Croft  and  Mr.  Shattock.  In  our  opinion 
there  is  evidence  to  show  that  the  aneurysm  is  of  longer  standing 
than  the  sarcoma,  and  the  changes  in  the  vessel  wall  are  not  such 
as  would  result  merely  from  infiltration  by  new  growth. 

The  popliteal  artery  is  dilated  for  a  considerable  distance,  and 
shows  atheromatous  changes  which  are  evidently  old.  The  sar- 
coma, on  the  other  hand,  shows  no  extensive  degenerative  changes, 
such  as  are  frequently  met  with  in  tumours  of  this  nature  which 
have  existed  for  a  considerable  time. 

There  is,  however,  no  evidence  that  the  aneurysm  caused  the 
sarcoma,  and  we  view  their  association  as  a  coincidence. 

Anthony  A.  Bowlby. 
Charters  J.  Symonds. 
Seymour  J.  Sharkey. 
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15.  Embolic  aneurysm  of  the  gluteal  artery  ;  the  heart,  spleen, 
and  kidneys  also  shown. 

By  Edgae  Willett,  M.B. 

AN  aneurysm  of  the  gluteal  a!rtery  is  always  rare;  the  present 
case  is  still  further  interesting  as  being  embolic  in  nature,  or 
at  all  events  as  occurring  in  a  patient  suffering  from  ulcerative 
endocarditis. 

A  woman,  aged  25,  was  admitted  on  May  11th,  1889,  into  St. 
Bartholomew's  Hospital,  under  Sir  William  Savory,  who  kindly  gave 
permission  to  publish  the  case.  She  stated  that  thirteen  years  ago 
she  had  scarlet  fever ;  nine  years  ago  she  had  "  low  "  fever,  probably 
rheumatic ;  for  about  the  last  five  years  she  had  had  dyspnoea  on 
going  upstairs  ;  two  years  ago  her  legs  wei'e  badly  swollen  ;  four 
months  ago  she  had  pain  in  her  right  hip  and  knee,  for  which 
a  blister  was  applied  and  kept  on  for  sixteen  hours ;  on  taking 
this  off  she  first  noticed  pulsation. 

On  admission  there  was  a  large  jDulsating  tumour  in  the  right 
buttock,  measuring  about  four  inches  each  way ,  it  lay  beneath 
the  muscles,  and  the  pulsation  was  easily  controlled  by  pi-essure  on 
the  sciatic  notch.  She  also  had  a  murmur  of  aortic  incompetence 
and  regurgitation.  For  treatment  pressure  by  a  tourniquet  and 
ice  externally  was  all  that  was  tried.  This  was  continued,  off  and 
on,  for  about  a  week,  for  six  or  eight  hours  a  day,  according  as 
she  could  bear  it.  From  the  first  the  temperature  was  always  hectic, 
being  seldom  or  never  below  100°  F.  in  the  evening,  normal  in  the 
morning.  On  three  occasions  during  the  three  months  she  was  in 
the  hospital  she  had  sudden  attacks  of  pain  in  the  left  side,  when 
the  spleen  was  found  enlarged  and  tender,  subsiding  with  the  pain. 
The  symptoms  lasted  about  two  days,  during  which  the  tempera- 
ture rose  to  101-5°— 102°  F. 

One  of  these  attacks  commenced  on  July  29tli ;  she  did  not 
rally  from  it,  and  died  on  August  8th,  1889,  about  thirteen  weeks 
after  admission. 

At  the  post-mortem  the  heart  was  found  to  be  enlarged,  and 
weighed  16  oz. ;  the  aortic  valves  were  ulcerated  and  coated  with 
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calcareous  matter  ;  tlie  sjjleen  was  enlarged,  and  weighed  16|  oz., 
and  showed  several  scars  of  old  infarcts,  as  did  the  kidneys,  which 
were  normal  in  size  ;  the  other  oi-gans  were  normal. 

The  aneurysm  lay  beneath  the  gluteus  maximus ;  many  fibres  of 
the  gluteus  medius  were  thinned  out  over  and  adherent  to  sac, 
which  was  about  the  size  and  shape  of  a  turkey's  egg.  The  aorta 
and  vessels  down  to  the  aneurysm  appeared  healthy. 

The  whole  specimen  was  put  into  strong  alcohol  and  not  opened 
until  it  was  hardened,  when  it  was  cut  through  longitudinally ; 
there  was  little  or  no  lamination  of  the  clot ;  the  artery  also  was 
laid  open,  and  its  coats  appeared  healthy.  The  clot  lying  in  the 
vessel  and  extending  up  to  the  next  branch  was  examined  care- 
fully, but  no  embolus  could  be  found,  nor  could  the  continuation 
of  the  vessel  be  traced.  It  is  not  improbable  that  the  pressure  of 
the  sac  obliterated  the  continuation  of  the  artery. 

Two  points  of  interest,  already  alluded  to,  are  to  be  noticed — the 
situation  of  the  aueuiysm,  and  its  association  with  ulcerative  endo- 
carditis. 

Situation. — This  is  certainly  rare ;  no  case  is  reported  in  the 
'  Transactions  of  the  Pathological  Society.'  Mr.  Holmes  delivered 
two  exhaustive  lectures  at  the  Royal  College  of  Surgeons  in  1874 
on  "  Gluteal  Aneurysm,"  which  were  reported  in  the  *  Lancet '  at 
the  time.  He  gives  account  of  only  thirty-five,  or,  moi'o  properly, 
thirty-three  cases,  and  states  that  it  is  impossible,  except  by  cai*eful 
dissection,  to  differentiate  aneurysms  of  the  gluteal  artery  from 
those  of  the  sciatic,  or  rarely  of  the  sciatico-popliteal.  Of  the  thirty- 
three  cases  twenty-five  were  gluteal,  six  were  sciatic,  and  the  rest 
uncertain.  He  also  states  that  they  are  frequently  of  traumatic 
origin.  None  were  embolic  with  the  doubtful  exception  of  one. 
He  discusses  the  various  forms  of  treatment  for  the  various  cases ; 
it  is  not  necessary  to  do  so  in  the  present  instance. 

Causation. — The  theory  which  seems  most  acceptable  is  that 
which  was  first  propounded  by  Dr.  Goodhart,  and  subsequently 
more  fully  worked  out  in  a  paper  read  before  the  Royal  Medical  and 
Chirurgical  Society  by  Messrs.  Langton  and  Bowlby,  and  reported 
in  vol.  Ixx  of  the  '  Transactions,'  namely,  that  the  aneurysm  is 
caused  not  merely  by  an  embolus,  but  by  an  embolus  containing 
septic  organisms,  to  whose  sjiccial  action  on  the  coats  of  the  vessel 
at  that  point  whei'e  the  embolus  is  lodged  the  aneurysm  is  directly 
due.     This  is  a  very  important  point  to  recognise  in  the  treatment 
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of  these  cases,  because  if  the  artery  immediately  above  the  aneu- 
rysm, as  in  this  instance,  is  healthy,  it  is  more  suitable  for  ligature, 
provided  that  the  patient  is  well  enough  to  stand  the  operation. 
Unfortunately  this  does  not  always  happen. 

February  I8th,  1890. 


16.  Three  cases  of  saccular  aneurysmal  dilatation  of  veins. 

By  C.  H.  GrOLDING-BlRD. 

CASE  1. — Charles  F — ,  aged  27,  was  under  my  care  in  Guy's  in 
September,  1889.  Since  a  boy  of  ten  years  of  age  he  remem- 
bered having  had  a  swelling  below  the  right  angle  of  the  lower 
jaw,  which  he  could  distend  at  will  on  making  a  forced  expiratory 
effort,  and  he  believed  that  he  distended  it  with  air.  It  was  never 
painful,  and  had  slowly  grown  to  its  present  size.  A  fortnight 
before  he  sought  advice  the  tumour,  which  had  always  been  soft, 
became  suddenly  hard,  and  he  could  no  longer,  as  he  had  hitherto 
done,  empty  it  by  pressure  nor  distend  it. 

In  the  situation  mentioned  there  was  found  on  examination,  and 
lying  over  the  edge  of  the  sterno-mastoid  muscle,  an  oval,  elastic, 
well-defined  cyst,  three  and  a  half  by  two  inches.  It  fluctuated 
obscurely,  and  presented  all  the  characters  of  a  monocystic  swelling. 
The  skin,  which  was  quite  normal,  moved  freely  over  it,  but  the 
tumour  was  evidently  attached  on  its  deeper  side. 

I  removed  it  by  operation,  and  on  incising  the  superficial  struc- 
tures and  platysma,  a  smooth,  thin-walled,  and  black-blue  coloured 
tumour  was  exposed.  By  careful  dissection  it  was  isolated  without 
injury,  and  then  it  was  found  that  entering  its  deeper  aspect  from 
above  was  the  external  jugular  vein,  and  after  an  interval  of  an 
inch  the  vein  reappeared  below  the  tumour.  The  vein  was  tied 
above  and  below  its  points  of  contact  with  the  tumour,  and  being 
divided  the  tumour  was  easily  removed. 

The  wound  was  closed  by  sutures,  and  in  a  few  days  had  healed 
by  primai'y  union. 

The  cyst  on  incision  was  found  to  have  an  exceedingly  thin  and 


t4  ORGANS    OP    CIRC  U  L Alio  X. 

smooth  wall,  and  to  be  entirely  filled  with  recent,  dark,  jelly-like, 
unlaminated  blood-clot,  in  all  respects  similar  to  that  produced  in 
an  ordinai'y  aneurysm  after  rapid  consolidation  brougbt  about  by 
continuously  applied  pressure.  On  its  under  side  the  external 
jugular  vein  entered  it  from  above,  emerging  an  inch  lower  down  ; 
the  deej)er  or  inner  side  of  the  vein  was  continuous  with,  and 
formed  part  of,  the  wall  of  the  tumour ;  it  was  not  bulged  out ; 
the  outer  or  superficial  side  of  the  vein  by  extreme  distension 
formed  the  wall  of  the  sac,  the  arrangement  and  relationship  of 
the  parts  concerned  being,  in  a  word,  identical  with  that  seen  in  an 
ordinary  saccular  aneurysm  of  an  artery.  The  base  of  attachment 
to  the  vein  was  small  as  compared  with  the  size  of  the  tumour. 

Case  2. — Eli  F — ,  aged  54,  first  came  under  notice  as  an  out- 
patient at  Guy's  Hospital  in  February,  1882.  He  was  a  brick- 
layer, and  complained  of  pain  in  the  palm  of  the  right  hand  that 
had  lasted  nine  weeks,  and  he  had  noticed  during  that  time  a 
small  tumour  at  the  painful  spot,  and  being  just  Avhere  the  handle 
of  his  trowel  pressed  he  had  on  account  of  the  pain  been  obliged 
to  give  up  his  work. 

When  first  observed  it  was  only  the  size  of  a  pea,  but  it  gra- 
dually increased  to  its  present  dimensions,  viz.  ^  x  t  in.  The 
tumour  lay  a  little  below  and  just  to  the  radial  size  of  the 
pisiform  bone.  It  presented  all  the  ordinary  characters  of  a  cir- 
cumscribed ganglion,  the  skin  over  it  being  quite  normal,  and  a 
needle  was  introduced  with  a  view  of  evacuating  it,  but  nothing 
was  obtained  by  the  puncture,  the  tumour  though  elastic  being 
evidently  solid. 

Somewhat  later,  under  chloroform,  the  tumour  was  explored  by 
an  incision  in  the  palm,  and  in  the  granular  subcutaneous  fat  an 
elastic  thin-walled  cyst  was  exposed,  of  deep  blue-black  coloiir. 
Over  it  the  tissues  wei'e  free,  but  it  was  attached  on  its  under  side 
to  a  superficial  vein  the  size  of  a  crow's  quill,  and  which  as  far  as 
seen  was  obliterated  by  recent  blood-clot.  A  ligature  was  placed 
on  the  vein  and  the  tumour  removed.  On  incising  it  it  was  found 
to  be,  in  its  relation  to  the  vein,  a  true  saccular  aneurysmal  dilation, 
involving  only  the  outer  or  superficial  wall ;  it  was  filled  with 
jelly-like,  dark,  soft,  and  non-laminated  clot. 

The  veins  of  the  arm  and  hand  were  normal,  and  there  was  no 
varicosity  to  be  seen  anywhere.  The  attached  point  was  small  as 
compared  with  the  whole  size  of  the  tumour. 
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Case  3. — Sarah  M — ,  aged  66,  presented  herself  at  the  Out- 
patient Department  at  Guy's  on  October  31st,  1889,  with  a  firm, 
circumscribed  oval  cyst,  freely  moveable  under  the  skin,  though 
attached  by  its  deeper  asj^ect.  It  obscurely  fluctuated,  and  could 
not  be  emptied  by  pressure.  It  lay  about  three  inches  above  the 
sternum,  and  on  being  manipulated  could  be  seen  to  be  attached 
to  some  cord-like  structure  which  was  made  tense  on  traction,  and 
became  easily  demonstrable  through  the  thin  and  withered  tissues 
of  the  neck.  The  tumour  was  the  size  of  a  pigeon's  egg,  and 
clearly  a  sac  attached  to,  and  not  a  dilatation  of  the  whole  calibre  of 
the  cord-like  structure.  Presumably  this  was  a  vein,  and  the  tumour 
a  saccular  dilatation  of  it,  for  the  patient  recollected  having  had  it 
at  least  half  her  life,  and  until  lately  had  been  able  to  empty  it  by 
pressure,  but  it  soon  swelled  up  again.  The  patient  declined 
operative  interference,  and  has  not  been  seen  since. 

Medical  literature  abounds  in  cases  of  varicosity  of  veins  of 
every  form  and  extent,  and  all  surgeons  are  familiar  with  local 
varicose  conditions  to  be  seen  in  the  neighbourhood  of  valves, 
where  the  appearance  at  first  is  that  of  saccular  dilatation ;  but 
closer  inspection  shows  that  both  walls  of  the  vein  are  involved, 
though  to  an  unequal  extent,  and  that  accompanying  this  pseudo- 
sacculation  is  a  more  or  less  declared  and  general  varicosity  of  the 
vein. 

In  the  first  two  of  my  cases,  and  presumably  in  the  third,  the 
sac  was  large  as  compared  with  its  area  of  attachment  to  the  vein, 
and  one  wall  only  of  the  vein  was  involved,  and  there  was  no  vari- 
cosity whatever  in  the  rest  of  the  vessel,  nor  was  a  tendency  to  this 
condition  noticed  elsewhere.  The  first  case — the  man  aged  27 — 
was  most  likely  congenital,  as  also  the  last,  the  woman  of  66 ; 
but  the  second  case  was  undoubtedly  of  traumatic  origin,  and  had 
there  been  a  neighbouring  artery  for  the  vein  to  become  united 
to,  would  likely  enough  in  time  have  given  rise  to  a  varicose 
aneurysm. 

The  other  point  worthy  of  notice  is  that  the  first  patient  could 
distend  his  tumour  on  making  an  expiratory  effort,  he  believing 
that  he  did  so  with  air ;  and  thereupon  follows  the  question,  is  it 
possible  for  a  congenital  branchial  fistula  at  the  anterior  border  of 
the  sterno-mastoid  to  close  externally  and  not  internally,  and  that 
the  power  of  distension  with  air  might  be  acquired?  Such  a 
thought  did  occur  in  discussing  the  nature  of  the  tumour  in  this 
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case,  but  the  only  tumour  I  ever  met  with  myself  in  which  the 
patient  had  that  power  was  in  a  case  of  pre-tracheal  abscess  from 
suppuration  of  a  thyroid  cyst  that  had  burst  into  the  trachea,  and 
the  man  on  making  an  exj^ii-atory  effort  was  able  to  distend  the 
abscess  sac,  and  produce  the  appearance  of  a  pouter  pigeon. 

Decemher  Srd,  1889. 


IV.  DISEASES,  ETC.,  OF  THE  ORGANS  OF  DIGESTION. 

1 .  A  case  of  macroglossia,  so-called  lymphangioma  cavernosum. 

By  Arthur  E.  Barker,  F.R.C.S. 

(With  Plate  IV.) 

ELLEN  R — ,  aged  3^,  was  sent  to  me  at  University  College 
Hospital  on  March  3rd,  1887,  by  Mr.  Martin,  of  Fulham,  on 
account  of  an  enlargement  of  the  tongue  which  had  existed  since 
birth.  Except  measles  she  had  had  none  of  the  diseases  of  child- 
hood, and  appeared  a  fairly  healthy  child.  The  family  histoiy 
only  showed  a  strong  tendency  to  tubercle  of  the  lung.  The 
enlargement  of  the  patient's  tongue  greatly  increased  nine  months 
ago  suddenly.  Having  been  put  to  bed  quite  well,  she  awoke  in 
the  morning  crying  on  account  of  pain  in  the  tongue.  The 
mouth  could  not  be  easily  opened.  Towards  afternoon  the  tongue 
gradually  protruded,  and  appeared  greatly  swollen  and  indented  on 
both  sides  by  the  teeth.  The  mother  describes  its  colour  as  a 
dirty  brown,  and  its  under  surface  as  like  "  the  white  of  an  Q2,^.''^ 
The  patient  was  then  seen  by  a  medical  man,  who  made  an  inci- 
sion into  each  side  of  the  organ,  giving  exit  only  to  "  dark  thick 
blood."  After  this  the  tongue  varied  in  size,  and  the  child  could 
only  speak  with  difficulty,  and  comj)lained  of  great  pain.  She 
was  then  brought  to  me,  and  was  ordered  an  elastic  band  for  the 
tongue,  with  a  view  to  steady  pressure  being  kept  up  on  the  organ. 
For  five  months  I  lost  sight  of  her,  and  then  she  reappeared.  The 
case-book  shows  that  at  this  time  the  tongue  projected  for  about 
half  an  inch  beyond  the  lips,  and  was  much  swollen.  It  was 
marked  across  its  dorsum  by  a  distinct  furrow  where  the  upper 
teeth  rested  upon  it,  but  the  posterior  part  of  tlie  organ  was  also 
generally  enlarged,  though  not  so  much  so  as  anteriorly.  There 
was  no  obstruction  to  respiration,  eating,  or  talking.     She  could 
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retract  tlie  organ  into  the  mouth,  but  without  special  effort  it  was 
gradually  protruded  again. 

Recognising  the  condition  as  one  of  the  common  forms  of 
macroglossia  due  to  lymphangiectasis,  the  swollen  lymphoid  tissue 
being  quite  apparent  in  the  neighhoui-hood  of  the  frsenum,  and 
hayino-  tried  the  effects  of  p)ressure  without  relief,  I  decided  to 
remove  the  protruded  portion.  This  was  done  as  follows  on  the 
10th  of  March : — The  tongue  was  first  drawn  forwards  by  a  liga- 
ture passed  through  its  tip.  Then  a  second  double  silk  ligature 
was  passed  from  below  upwards  throiigh  the  centre  of  the  organ 
far  back.  This  loop  was  diyided,  and  each  thread  was  thrown 
round  the  corresponding  half  of  the  tongue  and  drawn  tight,  and 
thus  held  by  pressure  forceps  to  control  bleeding.  Two  cuts  were 
then  made  from  the  lateral  aspects  of  the  organ,  meeting  in  the 
middle  behind,  and  including  the  anterior  third  or  half  of  the 
tongue  in  a  wedge-shaped  mass.  The  two  lateral  vertical  flaps 
were  then  brought  together  and  secured  with  catgut  threads  passed 
from  side  to  side,  and  tied  over  a  piece  of  soft  drain- tube.  In  this 
way  any  bleeding  that  might  have  been  severe  was  pi'evented. 
When  the  controlling  silk  threads  were  removed  there  was  some 
oozing,  but  not  much.  The  edges  of  the  flaps  were  also  stitched 
together  with  ordinary  silk. 

After  a  few  days  the  whole  wound  was  healed  by  first  intention, 
and  the  stitches  were  removed. 

Immediately  on  removal  of  the  tongue  piece  it  was  injected  with 
blue  ink  by  means  of  a  hypodermic  needle  and  syringe.  The 
needle  was  simply  thrust  under  the  mucous  membrane  and  the 
fluid  made  to  pass.  It  was  seen  rapidly  to  run  through  the  whole 
specimen.  It  Avas  then  hardened  in  chromic  acid.  On  section  the 
fine  injection  of  the  substance  of  the  tongue  was  well  seen,  most 
marked  in  the  submucous  tissue.  Dilated  blue  lines  'W'ith  wide 
extremities  were  seen  in  the  papillse,  chiefly  in  the  fungiform  ones. 
There  appeared  to  be  dilated  lymi)hatic  spaces,  and  great  variety  in 
size  and  shape.  These  penetrated  the  muscle  substance,  but  were 
largest  in  the  substance  of  the  papillae,  where  they  formed  large 
ovoid  spaces  in  many  cases.  They  were  also  seen  as  smaller  capil- 
lary vessels  arranged  in  a  network  deeper  down.  In  some  parts  of 
the  organ  there  were  groups  of  numerous  small  round  cells  spread 
through  the  muscular  tissue.  The  latter  appeared  quite  normal. 
Some  of  the  spaces  contained  besides  the  blue  injection  a  quantity 


DESCEIPTION  OF  PLATE  IV. 

Illustrating  Mr.  Barker's  specimen  of  Macroglossia.     (Page  11.) 

From  a  drawing  by  himself. 

A  vertical  section  near  the  surface  of  the  tongue  affected  with 
typical  "  macroglossia." 

The  large  spaces  filled  with  blue  injection  are  the  dilated 
lymph  spaces.  These  latter  are  seen  to  send  up  prolongations 
into  the  papilla?.  They  appear  to  be  equally  abundant  in  all 
parts  of  the  tongue,  and.  are  surrounded  with  more  or  less  exuda- 
tion material  (?  lymphoid  tissue). 

The  superficial  epithelium  is  seen  above,  the  muscular  substance 
below. 
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of  finely  granulai-  matter,  evidently  coagulated  albuminous  mate- 
rial. In  the  section  the  gi-eatev  jjart  of  the  field  is  taken  up  by  the 
cavernous  tissue  made  up  of  these  dilated  spaces,  the  trabecul^e 
between  the  interstices  being  composed  sometimes  of  bundles  of 
muscular  fibres,  and  sometimes  of  strands  of  connective  tissue. 

The  walls  of  the  spaces  are,  as  a  nile,  clearly  defined  lines  indi- 
cative of  a  lining  membrane,  but  no  definite  endothelial  cells  are 
to  be  made  out.  The  sjmces  are  quite  -ndthout  proper  muscular 
walls.  Tbey  are  perfectly  distinct  from  the  smaller  blood-vessels, 
some  capillaries  coursing  alongside  of  them  filled  with  red  coi-pus- 
cles,  but  quite  destitute  of  blue  injection.  Neither  veins  nor  arte- 
ries can  be  found  to  be  dilated  anywhere  throughout  the  section, 
nor  are  the  muscle-fibres  abnormally  enlarged. 

I  have  not  discovered  anything  in  this  case  that  has  not  been 
described  before  by  Yirchow,  Wagner,  Meas,  and  others,  whose 
views  I  have  epitomised  and  published  in  the  article  on  "  Diseases 
of  the  Tongue  "  in  the  last  edition  of  Hohnes's  '  System  of  Sur- 
gery.' I  have  thought  it  desirable  to  bring  the  case  forward,  seeing 
that  the  condition  of  macroglossia  is  not  very  common,  and  that 
these  sections  offer  an  opportunity  to  members  who  may  not  have 
had  an  opportunity  of  studying  the  histology  of  the  disease  of 
se-^ins:  for  themselves  the  structural  changes. 

Taken  altogether,  the  facts  deducible  from  an  examination  of 
these  sections  indicate,  what  has  already  been  shown,  that  this 
disease  is  nothing  more  nor  less  than  a  congenital  lymphangioctasis 
modified  more  or  less  by  accidental  attacks  of  inflammation.  The 
term  "lymphangioma  cavemosum"  suggested  by  Yirchow  appears, 
therefore,  to  be  a  very  suitable  one.  April  1st,  1890. 


2.  Lymphatic  ncexnis  of  the  tongue. 

By  Jonathan  Hutchinson,  jun. 

[With  Plate  Y,  fig.  1.] 

THE  connection  between  hypertrophy  of  the  tongue  and  dilated 
lymphatics  has  been  well  recognised  in  the  disease  known 
as  macroglossia  since  Yirchow  first  drew  attention  to  it  in  1854. 
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In  this  disease  "  tliere  does  not  appear  to  be  an  increase  in  the 
number  of  the  lymphatics,  nor  any  new  formation  of  lymphatic 
vessels  or  spaces ;  only  a  dilatation  of  those  which  previously 
existed  "  (Butlin,  '  Diseases  of  the  Tongue,'  p.  216).  Further  cases 
have  been  noted  of  jjartial  or  one-sided  enlargement  of  the 
tongue  in  which  dilated  lymphatics  were  observed.  Such  was 
probably  the  case  in  the  patient  whose  tongue  was  figured  in  the 
*Med.-Chir.  Transactions'  (vol.  Ixviii,  p.  317,  Hutchinson  on 
"  Lympho-sarcomatous  Tumour  of  the  Tongue  ").  In  this  last  case 
the  left  side  of  the  tongue  had  been  hypertrophied  and  covered 
with  mammillated  processes  (much  larger  than  the  ordinary 
papillae)  since  boyhood,  and  the  very  slow  progress  of  the  disease 
pointed  probably  to  the  lymphatic  hypertrophy  being  rather  of 
the  surface  than  involving  the  whole  substance  of  the  organ.  The 
two  cases  which  are  now  brought  forward  are  instances  of  what 
may  fairly  be  called  lymphatic  nsevus,  in  which  there  appears  to 
be  abnormal  formation  and  dilatation  of  the  surface  lymphatics, 
the  condition  only  just  reaching  to  the  muscular  layer,  and  in 
which  there  is  probably  no  tendency  to  gross  enlargement  of  the 
tongue.  It  is,  of  course,  difficult  to  be  sure  that  there  is  true  ab- 
normal formation  of  lymphatics,  but  an  examination  of  the  sections 
points  strongly  in  this  direction,  for  just  as  in  a  nsevus  the  vessel's 
walls  lie  touching  each  other,  so  the  lymphatic  spaces  are  here 
crowded  together  with  only  extremely  thin  partitions  between 
them,  as  shown  on  Plate  V,  fig.  1. 

The  spaces  tend  to  be  largest  towards  the  epithelial  surface, 
which  may  be  so  attenuated  that  the  vesicular  nature  of  the  affec- 
tion can  be  clearly  seen  during  life.  If  pricked  they  yield  clear 
lymph  or  lymph  mixed  with  blood  I  do  not  think  in  either  of  the 
cases  now  referred  to  there  was  any  abnormal  dilatation  or  naevoid 
condition  of  the  blood-vessels.  It  is  true  small  cajiillary  tufts  can 
be  seen  on  the  surface,  but  this  may  be  due  to  mere  stretching 
and  pressure.  The  presence  of  blood  in  many  of  the  vesicles  is 
probably  accidental.  On  the  other  band,  there  can  be  no  doubt 
about  the  tendency  to  the  formation  of  large  pa]>illary  processes, 
as  is  sometimes  seen  in  the  lymphangiomatous  swellings  met  with 
in  the  skin.  In  fact,  there  would  appear  to  be  a  relation  between 
lymphatic  nsevus,  macroglossia,  and  the  condition  known  as  spurious 
elephantiasis.  Possibly,  too,  "lymphatic  lupus,"  the  pathology  of 
which  has  been  described  by  my  father  in  the  '  Path.  Trans.,'  should 
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be  included  in  the  group.  In  all  there  is  marked  dilatation  of 
lymphatics,  cellular  exudation,  and  often  hypertrophy  of  the  con- 
nective tissue,  and  generally  the  liability  to  I'epeated  attacks  of 
inflammation  leading  to  increase  in  size  after  each  attack  has  sub- 
sided. That  the  dilatation  or  new  formation  of  lymphatics  in  the 
nsevus  of  the  tongue  is  congenital  can  hardly  be  doubted.  In  one 
case  the  specimens  were  obtained  by  my  father  from  a  girl  aged 
three  years,  in  the  other  (a  patient  under  the  cai'e  of  Mr.  Treves, 
a  man  aged  twenty)  the  condition  had  been  known  of  as  long  as  he 
could  remember.  In  both  cases  the  dorsum  was  the  part  involved, 
the  lymphatic  spaces  being  actually  larger  in  the  sections  obtained 
from  the  younger  patient.  Sometimes  where  the  dilated  lymphatics 
lie  just  under  the  epithelium  their  wall  appears  to  be  formed  of 
the  latter,  but  generally  a  delicate  but  distinct  endothelial  layer 
can  be  seen.  Cases  similar  to  the  ones  now  reported  are  not  very 
infrequent,  and  there  is  a  good  drawing  of  one  in  Mr.  H.  T, 
Butlin's  work  on  '  Diseases  of  the  Tongue '  (under  the  title  of 
"Degenerate  Nsevus  ").  April  1st,  1890. 


3.  Fibro-chondroma  of  tongue. 
By  James  Berry,  M.B.,  B.S. 


THE  tumour  was  removed  by  operation  from  the  tongue  of  a  man 
aged  49.  It  had  been  growing  slowly  for  five  years.  It  was 
situated  on  the  right  border  of  the  tongue,  about  halfway  between 
the  base  and  the  tip.  It  had  attained  the  size  of  a  small  hazel  nut, 
and  projected  markedly  from  the  tongue,  to  which  it  was  attached  by 
a  slightly  constricted  base.  On  the  surface  it  was  smooth  and 
covered  by  mucous  membrane,  which  moved  freely  upon  it. 

On  section  it  was  found  to  consist  mainly  of  firm  fibrous  tissue, 
with  a  nodule  of  cai-tilage  of  considerable  size  in  the  centre. 

The  chief  interest  of  the  specimen  lies  in  its  rarity,  fibro-carti- 
laginous  tumours  being  very  seldom  found  in  this  region.  I  have 
not  been  able  to  find  any  mention  of  a  similar  specimen  in  the 
'  Transactions  '  of  the  Society.  A  few  somewhat  similar  specimens 
have  been  recorded  by  Weber,  Bastien,  Velpeau,  and  others  ;  bi;t 

6 


82  ORGANS    OF    DIGESTION. 

in  most  of  them  the  patient  was  much  younger  and  the  tumour 
probably  congenital.  This  was  certainly  not  the  case  with  the 
specimen  exhibited. 

The  specimen  is  preserved  in  the  museum  of  the  Royal  Free 
Hospital ;  for  the  accompanying  drawing  I  am  indebted  to  the 
dresser,  Miss  Mary  Gordon.  May  20th,  1890. 


4.  Sarcoma  of  tongue.     [Card  specimen.) 
By  J.  H.  Taegett. 

JOSEPH  P.,  aged  65,  admitted  for  a  swelling  in  the  mouth,  which 
he  first  noticed  a  year  before.  It  was  then  the  size  of  a  horse- 
bean,  and  was  situated  about  the  middle  of  the  tongue.  It  gradu- 
ally enlarged  without  causing  j)ain. 

On  admission. — There  was  in  the  substance  of  the  tongue  a 
globular  tumour,  harder  than  the  tissues  of  the  tongue,  and  not 
fluctTiating.  It  was  most  apparent  on  the  left  side  of  the  fraenum, 
and  was  separated  by  a  groove  from  another  swelling  running 
along  the  left  side  of  the  floor  of  the  mouth  from  the  fraenum  to 
the  last  molar  tooth.  These  two  swellings  appeared  to  be  connected 
deeply,  and  to  extend  into  the  submaxillary  region,  so  that  with  the 
forefinger  on  the  floor  of  the  mouth  and  the  thumb  under  the 
ramus  of  the  jaw  they  seemed  to  be  moveable  as  one.  The  move- 
ments of  the  tongue  were  somewhat  impeded,  but  deglutition  was 
normal.  The  surface  was  not  ulcerated,  nor  the  mucous  membrane 
over  the  tumour  in  any  way  altered.  Antisyphilitic  treatment 
produced  no  effect  upon  it  ;  subsequently  the  left  half  of  the 
.tongue  and  the  adjacent  swelling  were  excised.  Fifteen  months 
later  there  was  a  very  large  mass  of  recurrent  growth  beneath 
the  jaw,  and  there  were  symptoms  suggestive  of  secondary  deposits 
in  the  lungs. 

Examination  of  the  specimen. — Embedded  in  the  muscular  substance 
of  the  left  half  of  the  tongue  was  a  globular  tumour,  an  inch  and  a 
half  in  diameter.  Its  anterior  limit  was  about  one  inch  from  the 
tip  of  the  tongue.  It  was  well  defined,  though  there  was  no  distinct 
capsule.     On  section  its  substance  was  very  soft  and  vascular.     The 
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second  swelling  appeai'ed  to  be  an  extension,  and  was  situated  im- 
mediately beneath  the  mucous  membrane  between  the  tongue  and 
the  left  portion  of  the  lower  jaw.  In  character  it  resembled  the 
primary  growth. 

Microscopic  sections  prepared  in  celloidin  showed  that  it  was 
composed  of  small  round  cells,  remarkably  uniform  in  size.  Run- 
ning through  the  section  were  a  few  broad  strands  containing 
vessels  and  muscular  tissue,  and  here  and  there  among  the  masses 
of  round  cells  were  remnants  of  partially  destroyed  muscular  fibres. 
It  was  therefore  considered  to  be  a  round-celled  sarcoma,  originating 
in  the  muscular  substance  of  the  tongue. 

A  review  of  the  literature  of  sarcoma  of  the  tongue,  with  remarks 
on  its  clinical  aspects,  will  be  found  in  the  '  Gruy's  Hospital  Reports  ' 
for  1891.  March  4th,  1890. 


5.  Epithelial  tumour  of  soft  palate.     {Card  specimen.) 
By  H.  Betham  Robinson. 

THIS  tumour  was  removed  from  the  soft  palate  of  a  woman  aged 
38.  The  clinical  history  is  very  imperfect,  as  she  did  not 
notice  the  growth  until  one  week  before  removal ;  then  her  atten- 
tion was  drawn  to  it  by  some  pain  on  swallowing.  The  tumour 
was  situated  just  to  the  left  of  the  median  line  of  the  soft  palate, 
close  to  the  free  edge ;  the  mucous  membrane  had  ulcerated  a  little 
over  it  in  front.     There  were  no  enlarged  glands  in  the  neck. 

On  incising  the  mucous  membrane  the  tumour  was  very  easily 
shelled  out.  It  was  round  and  about  the  size  of  a  walnut,  soft 
and  granular  on  section,  with  a  well-marked  capsule. 

Microscopically  the  tissue  is  made  up  of  epithelial  cells,  which 
in  some  parts  of  the  section  are  collected  into  masses,  while  in 
other  parts  they  form  columns,  which  branch  out  and  anastomose 
with  other  columns,  forming  a  network.  The  epithelial  cells  are 
of  varying  size  and  irregular  in  shape.  Nests  are  to  be  found,  but 
their  number  is  limited.  The  intercellular  substance  is  chiefly  a 
delicate  fibrous  tissue,  but  in  some  parts  it  seems  almost  structure- 
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less,  Avhilst   in    a    few  places  there  ai-e  patches   of   myxomatous 
tissue. 

The  tumour  is  oue  to  which  the  term  "  adenoma "  is  usually 
applied,  aud  it  is  to  be  noticed  that  it  is  very  euibrvonic  in  its 
character.  May  6th,  1890. 


6.   Cast  of  oesophagus  expelled  during  life  in  a  case  of  poisoning 
by  hydrochloric  acid.     [Card  specimen.) 

By  W.  B.  Hadden,  M.D. 

I  ELIZABETH  S — ,  aged  46,  was  admitted  into  St.  Thomas's 
li     Hospital  on  September  3rd,  1889. 

Her  mother  had  attempted  to  commit  suicide  by  poison,  and  an 
aunt  had  killed  herseK  with  poison. 

The  patient  was  an  intemperate  woman,  and  of  late  had  been 
depressed.  She  was  drunk  the  day  before  admission,  and  whilst 
in  that  condition  she  swallowed  about  two  ounces  of  spirits  of 
salt.  She  vomited  almost  immediately,  and  continued  all  night  to 
bring  up  black  fluid  stained  with  blood. 

On  admission,  neaiiy  twenty-four  hours  after  her  attempt,  she 
was  unable  to  swallow,  aud  the  breathing  was  laboured.  She  com- 
plained of  much  burning  pain  in  the  throat  and  epigastrium.  The 
lips,  tongue,  the  greater  part  of  the  palate,  and  the  back  of  the 
pharynx  were  whitened.  The  fauces  were  swollen,  and  in  places 
where  the  white  coating  was  absent  there  was  much  redness. 
Externally  the  larynx  was  tender,  but  there  was  no  loss  of  voice. 
She  remained  much  in  the  same  state  until  September  9th,  a  week 
after  swallowing  the  fluid,  when  she  brought  up  a  complete  cast  of 
the  oesophagus.  Subsequently  she  hawked  up  much  dark-coloured 
blood,  and  passed  blood  also  by  the  bowels.  This  continued  for 
about  forty-eight  hours.  At  the  end  of  this  time  she  felt  better, 
and  took  a  little  fluid  by  the  mouth.  On  September  16th  she  was 
able  to  take  three  pints  of  milk  daily,  and  the  nutrient  euLMuata, 
with  which  she  had  been  sustained  since  admission,  were  discon- 
tinued. She  occasionally  complained  of  pain  in  the  throat  and 
epigastric  region,  and  on  September   19th   she  brought   up  some 
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dai'k  green  fluid  and  a  little  blood.  On  September  28tli  it  was 
noted  that  swallowing  was  becoming  more  difficult,  and  she  com- 
plained of  pain  referred  to  the  gullet.  There  was  also  a  sensation 
as  if  the  throat  were  closing  up.  She  now  began  to  bring  up  her 
milk,  which  was  often  mixed  with  blood-stained  mucus.  At  the 
end  of  three  weeks  the  inability  to  swallow  had  become  so  great 
that  gastrostomy  had  to  be  performed,  but  she  died  within  forty- 
eight  hours.  On  two  occasions  oesophageal  bougies  were  used, 
but  they  hitched  at  a  point  thirteen  to  fourteen  inches  down. 

On  post-mortem  examination  the  tongue,  palate,  pillars  of  the 
fauces,  epiglottis,  posterior  surface  of  cricoid,  and  the  interior  of 
larynx  were  natural.  It  may  be  mentioned  here  that  the  corrosive 
effects  of  the  poison  on  the  tongue  and  fauces  had  quite  disappeared 
about  five  weeks  after  admission.  The  mucous  membrane  of  the 
oesophagus  was  gone,  and  a  deejily  congested  and  irregular  surface 
was  exposed ;  here  and  there  the  transverse  muscular  fibres  were 
visible.  The  greater  part  of  the  oesophagus  was  dilated,  but  there 
was  distinct  narro"\ving  with  cicatrisation  at  the  upper  and  lower 
ends.  The  circumference  of  the  tube,  both  at  the  cardiac  orifice 
and  opposite  the  laiynx,  was  one  inch.  The  stomach  showed  a 
few  superficial  haemorrhages,  and  in  addition  there  was  an  oval, 
shallow  ulcer,  the  edges  of  which  were  adherent  to  the  floor,  which 
was  three  quarters  of  an  inch  in  diameter,  and  situated  on  the  ante- 
rior wall  near  the  cardiac  orifice.  The  pyloric  orifice  was  much 
narrowed,  measuring  only  three  quarters  of  an  inch.  The  contrac- 
tion, however,  was  not  due  to  cicatrisation,  but  apparently  to 
muscular  spasm.  The  cast  exhibited  is  dull  white  in  colour,  and 
apparently  composed  of  the  altered  mucous  and  submucous  coats ; 
it  corresponds  to  the  entire  length  of  the  oesophagus. 

December  17th,  1889. 
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7.  Cast  of  (Esophagus  expelled  during  life  in  a  case  of  poisoning 
by  caustic  potash. 

By  W.  B.  Hadden,  M.D. 

THIS  specimen  was  presented  to  St.  Thomas's  Hospital  Museum 
by  Dr.  Lunn,  of  Hull,  tkrough  his  son,  Mr.  J.  R.  Lunn.  By 
the  side  of  the  oesophagus  there  is  suspended  a  long  slough,  which 
fonns  a  cast  of  the  entire  length  of  the  tube,  as  well  as  of  the 
lowest  part  of  the  pharynx.  A  necrosed  portion  of  the  epiglottis 
is  also  preserved  in  the  preparation.  The  whole  interior  of  the 
oesophagus  is  irregularly  ulcerated,  and  in  many  spots  the  circular 
muscular  fibres  can  be  discerned.  The  entire  canal  is  diminished 
in  capacity  by  the  cicatrisation  of  the  ulcerated  surface,  but  the 
extreme  narrowing  affects  the  pharynx  on  a  level  with  the  base  of 
the  epiglottis,  above  the  upper  opening  of  the  larynx.  The  pharylix 
here  is  scarcely  more  in  diameter  than  a  cedar  pencil.  Stomach 
not  affected. 

Dr.  Luuu  has  furnished  me  (through  his  sou,  Mr.  J.  R.  Lunn) 
with  the  following  particulars : — The  patient  was  a  stoker  in  the 
Royal  Navy,  who  swallowed  some  caustic  potash,  the  amount  of 
which  was  stated  to  be  "  several  ounces."  When  seen  by  Dr. 
Lunn,  a  few  days  after  his  attempt  at  suicide,  the  mouth  and 
pharynx  were  charred  and  greatly  swollen.  Rather  more  than  a 
week  after  swallowing  the  fluid  Dr.  Lunn  was  suddenly  summoned, 
and  found  a  portion  of  the  cast  protruding  in  the  mouth,  some 
having  been  cut  off  by  an  attendant  before  his  arrival.  The 
I'emaining  part  was  carefully  withdrawn,  and  on  examination  was 
found  to  consist  of  the  altered  mucous  and  submucous  coats,  with 
some  of  the  circular  muscular  fibres.  In  the  specimen  the  two 
portions  of  the  cast  are  stitched  together.  Gradual  inability  to 
swallow  supervened,  and  it  was  clear  from  the  difiiculty  in  passing 
even  a  moderate-sized  bougie  that  contraction  was  taking  place. 
He  died  three  months  after  swallowing  the  fluid ;  but,  in  spite  of 
the  narrowing  of  the  gullet,  he  was  able  the  day  before  death  to 
swallow  some  fluid.  During  all  the  time  he  was  under  Dr.  Luun's 
observation  there  was  no  haematemesis  or  melaena,  but  he  expecto- 
rated large  quantities  of  vi.scid  mucus  mixed  with  pus. 

Decembei'  I7th,  1889. 
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8.  Congenital  atresia  of  the  oesophagus.     {Card  specimen.) 

By  Samuel  Gt.  Shattock. 

[With  Plate  VI,  and  Plate  X,  fig.  1.] 

rflHE  dissection  was  made  from  a  still-born  child  of  about  the  full 
JL  term,  and  otherwise  normally  developed.  The  pharynx  and 
upper  laryngeal  aperture  are  quite  normal,  as  are  also  the  larynx 
itself  and  the  trachea. 

At  a  point  3'5  cm.  from  the  ujjper  opening  of  the  larynx  the 
oesophagus  is  occluded ;  this  spot  is  about  "3  cm.  above  the  bifur- 
cation of  the  trachea ;  below  this  the  oesophagus  is  represented  by 
a  narrow  cord  about  2  cm.  in  length,  beyond  which  it  as  abruptly 
resumes  its  natural  condition  and  passes  into  a  normal  stomach  ; 
this  lower  segment  of  the  oesophagus  measures  1"3  cm.  in  length. 

Remarhs. — This  specimen  does  not  deviate  from  the  usual  form 
in  which  congenital  atresia  of  the  oesophagus  appears,  and  of  which 
there  are  four  excellent  examples  in  the  College  of  Surgeons' 
Museum.  In  all  of  them,  including  that  exhibited,  there  is  a  dis- 
tinct upper  segment  of  the  oesophagus,  though  the  length  of  the 
canal  which  is  impeiwious  between  the  upper  and  lower  segments 
varies  in  extent.  In  all,  the  upper  laryngeal  ajjerture  is  normal, 
and,  with  the  upper  segment  of  the  oesophagus,  it  communicates 
normally  with  the  pharynx.  In  three  there  is  a  communica- 
tion betAveen  the  oesophagus  and  the  trachea  near  the  bifurcation 
of  the  latter ;  in  No.  394  (Teratological  Series)  the  lower  edge  of 
the  ti-acheal  aperture  is  "5  cm.  above  the  point  of  bifurcation  ;  in 
No.  396  it  is  the  same ;  in  No.  395  it  is  1  cm.  above  the  same  spot. 
In  all.  the  fistulous  aperture  is  of  the  same  diameter,  sharply 
defined,  about  the  size  of  a  crow-quill ;  and  the  ti-achea  above  this 
spot  and  the  larynx  are  in  all  respects  normally  developed. 

Congenital  atresia  of  the  oesophagus  is  indeed  a  malformation  of 
remarkable  uniformity.  Sir  Morell  Mackenzie  ('  Diseases  of  the 
Larynx,'  1884)  gives  a  hst,  complete  up  to  that  date,  of  all  the  cases 
recorded, — of  complete  deficiency  of  the  oesophagus,  5  cases ;  of  blind 
termination,  9 ;  of  cases  of  atresia  in  which  a  fistulous  communi- 
cation existed  between  the  oesophagus  and  the  air-passages,  43  cases. 
In  40  of  the  last  the  communication  was  with  the  trachea;  the 
upper  segment  of  the  oesophagus,  as  Mackenzie  remarks,  usually 
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tei'niiiiates  in  such  cases  about  half  an  inch  above  the  bifurcation 
of  the  trachea ;  in  3  of  these  43  cases  the  communication  was 
between  the  oesophagus  and  one  of  the  bronchi. 

Of  communication  between  the  oesophagus  and  trachea,  the 
oesophagus  being  otherwise  normal,  2  cases.  Of  "  membranous 
obstruction,"  3  cases.  In  one  of  these  there  was  complete  stenosis 
just  above  the  cardia  ;  in  the  second  it  was  in  the  upper  pai*t  of  the 
cesoj)hagus;  in  the  third,  six  fingers'  breadth  below  the  pharynx. 

Sir  Morell  Mackenzie  adds  and  figui-es  a  single  case  of  his  own 
observatioD,  one  of  atresia  with  tracheal  communication.  Since  the 
publication  of  Mackenzie's  work,  the  other  cases  observed  have 
been  recorded  in  the  different  parts  of  the  '  Centralblatt  fiir  Larju- 
gologie.' 

In  part  iv  (1887-8),  p.  31,  a  tjpical  case  by  Boisvert  ('  Journal 
de  Med.  de  Bordeaux,'  October  24th,  1886),  with  an  oesophago- 
tracheal  fistula  between  the  lower  segment  and  trachea. 

In  part  v  (1888-9),  p.  525,  a  case  by  Mekins,  of  Halle,  of 
atresia  about  the  middle,  the  lower  segment  opening  into  the 
trachea ;  p.  528,  a  case  of  similar  kind  reported  by  Charles  Steele, 
of  Clifton,  in  the  'Lancet,'  October  20th,  1888. 

The  oesophago-tracheal  fistula,  when  present,  is  invariably  between 
the  lower  segment  of  the  occluded  oesophagus  and  the  air-passage. 
And  it  is  so  very  like  that  which  not  rai'ely  exists  between  the 
rectum  and  prostatic  portion  of  the  urethra  in  cases  of  atresia 
recti  in  the  male,  that  it  would  seem  at  first  possible  that  the  ex- 
planation of  the  latter  would  hold  also  for  the  other.  Such  a 
view  would  require  the  formation  of  the  upper  segment  of  the 
occluded  oesophagus  from  the  external  invagination  or  stomodaeum, 
the  imperforate  condition  being,  on  this  hypothesis,  due  to  the 
failure  of  communication  between  the  stomodaeum  and  anterior 
blind  end  of  the  mesenteron. 

This  view,  however,  must  be  dismissed :  the  direct  observations 
of  embryology  are  against  it.  In  the  rabbit,  Mihalkovics'  figures, 
which  show  the  stomodaeum  before  and  just  after  its  communication 
with  the  mesenteron,  prove  that  the  pharynx  is  produced  from  the 
anterior  end  of  the  latter.  In  the  human  subject  the  investigations 
of  His  ('  Anatomic  menschlichen  Embryonen,'  vol.  iii,  1885) 
demonstrate  the  same  fact.  The  whole  of  the  pharynx  in  man, 
with  its  scries  of  lateral  pouches,  and  of  median  diverticula  pro- 
ducing thyroid,  thymus,  and  lungs,  is  derived  from  the  forepart  of 
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the  hypoblastic  tube  ;  the  tongue,  moreover,  has  the  same  source. 
His  sums  up  the  matter  in  stating  that  if  a  line  be  drawn  from 
the  arch  of  the  lower  jaw  to  Eathke's  pouch  (or  rather  behind  it 
to  a  point  between  the  pouch  of  Eathke  and  the  pouch  of  Seessel), 


Showing  the  development  of  the  lungs  and  larynx.     From  His  (loc.  cit.). 
LG.— Lungs.  ST. — Stomach.  EP. — Epiglottis. 

LAE. — Larynx,  LIV. — Liver.  R.—  Pouch  of  Eathke. 

(E. — (Esophagus.  MAND. — Mandible.  s. — Pouch  of  Seessel. 


the  space  lying  above  and  in  front  of  this  will  represent  the 
territory  of  the  primitive  buccal  cavity  ;  whatsoever  lies  behind 
is  of  hypoblastic  origin.     The  limit   often  hitherto  taken  of  the 
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stomodseuin,  viz.  the  anterior  pillars  of  the  fauces,  has  no  relation 
whatever  with  the  seat  of  communication  between  these  parts, 
but  is  entirely  of  secondary  origin.  From  the  pouch  of  Eathke 
is  produced  the  anterior  lobe  of  the  pituitary  body,  which  is  thus 
of  epiblastic  derivation. 

The  atresia  as  a  matter  of  deduction,  therefore,  must  be  regarded 
as  secondary  in  its  origin.^  Nevertheless  the  constancy  of  its  situa- 
tion points  to  its  having  a  relation  with  some  constant  phase  in  the 
developmental  process. 

To  Mr.  Sutton  we  owe  the  general  formulation  of  the  view  that 
certain  strictures  are  due  to  an  vmnatural  extension  of  the  coales- 
cence whereby  an  adjoining  channel  becomes  obsolete.  Those  of 
the  ileum  in  the  situation  of  the  vitelhne  duct,  of  the  aortic  arch  in 
the  situation  of  the  ductus  arteriosus,  are  illustrations  adduced  by 
him  (Erasmus  Wilson  Lectures  of  1889). 

The  normal  obliteration  of  the  temporary  structure  in  these  cases 
surpasses  the  proper  limits,  and  involves  the  adjoining  part  of  the 
structure  with  which  it  is  continuous. 

Peacock  has,  in  the  '  British  and  Foreign  Medico-Chirurgical 
Review,'  1860,  p.  467,  collected  all  the  recorded  cases,  forty  in 
number,  of  aortic  stenosis.-  In  all,  the  consti'iction  is  situated  in 
the  region  of  the  obliterated  ductus  arteriosus.  In  discussing  the 
explanations  that  had  been  offered.  Peacock  quotes,  but  without 
inclining  to  it,  Craigie's  theory,  viz.  "that  the  process  of  oblitera- 
tion of  the  arterial  duct  may  be  propagated  to  the  coats  of  the 
aorta  so  as  to  involve  that  vessel." 

Peacock  adopts  the  explanation  of  Raynaud  and  Rokitansky,  viz. 
that  the  constriction  is  brought  about  by  faulty  development  of 
the  portion  of  the  branchial  arches  which  fonn  the  continuation  of 
the  aorta  from  the  origin  of  the  left  subclavian  to  beyond  the 
insertion  of  the  ductus  arteriosus.  Both  views  have  reasons  to 
commend  them. 

It  is  curious  that  the  fate  of  the  right  aortic  arch  in  this  regard 
has  hitherto  escaped  notice  ;  to  me  it  appears  to  have  a  bearing 
on  the  question,  and  I  was  interested  to  inquire  whether  any  facts 
pointed  to  the  presence  of  aortic  stenosis  at  the  site  of  obliteration 

*  The  continuity  frequently  present  between  the  two  parts  of  the  oesophagus 
points  also  strongly  to  this;  tlie  lonjiitudinal  fibres  are  sometimes  readily  trace- 
able by  dissection  from  one  segment  to  the  other. 

2  A  case  is  recounted  by  Dr.  Hale  White,  'Path.  Soc.  Trans.,'  vol.  xxxvi, 
p.  178,  wlio  has  previously  referred  to  Peacock's  communication. 
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of  the  right  aortic  arch.  It  is  noteworthy,  then,  that  amongst 
Peacock's  forty  cases  there  are  a  few  in  which  thei'e  were  two  con- 
strictions. 

In  Case  10,  immediately  beyond  the  origin  of  the  left  subclavian 
artery,  there  was  a  slight  contraction,  followed  by  a  swelling,  which 
■was  again  succeeded  by  a  still  more  marked  contraction.  In  Case  28, 
beyond  the  origin  of  the  left  subclavian  artery  the  aorta  became 
narrow,  and  in  the  neighbourhood  of  the  ductus  arteriosus  was 
only  25  mm.  in  circumference  ;  below  that  point  the  vessel  expanded, 
and  formed  a  sac-like  pouch. 

In  Case  29,  at  the  commencement  of  the  descending  portion  of 
the  arch  there  was  a  constriction,  after  which  the  vessel  regained 
its  size,  but  again  became  contracted,  so  that  a  little  below  the 
ductus  arteriosus  it  had  a  diameter  of  only  two  lines. 

Of  such  cases  the  intei*pi"etation,  it  seems  to  me,  is  that  the 
upper  constriction  has  arisen  in  connection  with  the  obliteration  of 
the  ductus  arteriosus,  the  lower  with  the  oblitei'ation  of  the  right 
aortic  arch.  That  normally  the  aorta  is  narrowed  at  the  insertion 
of  the  ductus  arteiaosus  is  a  fact  well  recognised  by  anatomists. 
But  His  (loc.  cit.)  has  pointed  out  in  addition,  that  beyond  this 
narrowed  part  ("  Aortenenge,"  or,  as  it  might  be  rendered,  "  aortic 
strait ")  there  succeeds,  in  some  cases,  a  fusiform  enlargement 
which  he  names  the  aortic  spindle.  The  lower  limit  of  the  spindle, 
it  may  be  submitted,  marks  the  site  of  the  decadence  of  the  right 
aortic  arch.     These  facts  support  the  view  advanced  by  Craigie. 

The  other  would  be  that  such  aortic  stenosis  arises  from  the 
obliteration  of  that  portion  of  the  left  or  permanent  aortic  arch 
situated  between  the  left  subclavian  and  the  ductus  arteriosus,  or 
rather  between  the  left  subclavian  and  the  junction  of  the  right 
aortic  arch  :  on  this  supposition  there  would  only  occur  on  the  left 
side  what  regularly  occurs  on  the  right,  where  the  aortic  arch 
between  the  right  subclavian  and  the  union  of  the  two  aortae 
becomes  obliterated,  or  rather  dwindles  down  to  a  comparatively 
small  or  insignificant  vessel. 

As  judged  by  the  examples  of  persistence  of  this  part  of  the  right 
aoi'tic  arch  (t.  e.  the  cases  where  the  right  subclavian  is  derived 
from  the  aorta  beyond  the  left,  and  crosses  the  spine  behind  the 
oesophagus  or  between  the  oesophagus  and  the  trachea)  the  exact 
site  of  this  fusion  varies ;  at  least  it  varies  as  the  parts  appear 
after  the  completion  of  their  development. 
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Eichard  Quain  ('  On  the  Arteries ')  reproduces  a  figure  (pi.  xx, 
fig.  5)  in  -wliicla  the  aberrant  right  subclavian  arises  at  a  consider- 
able distance  from  the  left,  and  furnishes  two  left  intercostals  ;  the 
portion  of  aorta  inteiTcning  between  the  insertion  of  the  ductus 
arteriosus  and  the  aberrant  subclayian  corresponds  with  the  length 
of  the  normal  aortic  spindle  as  it  is  figured  by  His  (loc.  cit.).  In 
other  cases  the  aberrant  artery  arises  close  beyond  the  left  sub- 
clavian (Quain,  pi.  xx,  fig.  5). 

Quite  recently  I  have  dissected  such  a  case  in  a  child  in  whom 
the  pulmonary  artery  was  quite  occluded,  and  the  ventricles  freely 
communicated.  In  this  the  right  subclavian  arises  from  the  upper 
and  back  part  of  the  aortic  arch,  half  overlapped  by,  though  not  in 
contact  with,  the  left ;  the  ductus  arteriosus,  which  is  not  closed, 
is  inserted  into  the  lower  and  anterior  part  of  the  aorta,  and  to  a 
slight  degree  nearer  the  heart  than  the  aberrant  subclavian. 

The  length,  or  indeed  the  presence  of  an  aortic  spindle  at  all, 
may  depend  upon  variations  of  this  kind,  such  as  the  arterial 
system  presents  in  countless  numbers. 

There  is  an  interesting  figure  given  by  Quain  (loc.  cit.,  pi.  xx, 
fig.  8)  in  which,  with  transposition  of  the  aortic  arch,  an  aberrant 
left  subclavian  arises  from  the  arch  beyond  the  right  subclavian, 
passing  behind  the  oesophagus  to  reach  the  proper  side  ;  there  is,  in 
short,  a  complete  reversal  of  the  condition  considered.  But  the 
interesting  facts  are  that  the  ductus  arteriosus  is  attached  to  this 
aberrant  left  subclavian,  and  that  between  this  point  of  attach- 
ment and  its  origin  from  the  aorta  the  left  subclavian  is  dilated 
into  a  pouch.  Another  case  of  like  kind  is  referred  to.  Now  the 
dilatation  here  present  is,  in  short,  the  aortic  spindle  appearing  in 
that  portion  of  the  left  aortic  arch  between  the  fusion  of  the 
aortic  arches  and  the  insertion  of  the  ductus  arteriosus  which  has 
remained  connected  with  the  left  arch  in  this  case  of  transposition, 
in  place  of  remaining  connected  with  the  right,  as  is  the  rule  in 
such  circumstances. 

But  to  resume  after  this  digression.  Congenital  Sti-ictures  occur 
in  the  intestine  where  such  a  kind  of  explanation  cannot  apply ; 
as,  for  instance,  in  the  duodenum. 

With  regard  to  these,  owing  to  the  fact  that  they  involve  the  gut 
in  the  neighbourhood  of  the  bile-duct,  Mr.  Sutton  has  suggested 
that  they  may  be  in  some  way  connected  with  the  diverticulum 
from  which  the  liver  is  produced.     "  I  am  unable  to  advance  any 
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satisfactory  explanation  of  this  malformation,  either  on  morpho- 
logical grounds  or  from  anything  known  concerning  the  embryo- 
logical  history  of  the  alimentary  canal.  It  may  bear  some  relation 
to  the  liver,  which  arises  as  a  diverticulum  from  the  gut "  ('  Med.- 
Chir.  Trans.,'  1884,  vol.  Ixvii). 

Of  the  views  which  might  be  advanced  concerning  atresia  of  the 
oesophagus,  one  akin  to  this  is  that  which,  it  seems  to  me,  must  be 
adopted.  ^ 

I  conceive  that  if  the  view  were  definitely  formulated  it  would  be 
that  the  unequal  growth  leading  to  the  extrusion  of  such  a  diver- 
ticulum produces  a  kink  in  the  opposite  wall  of  the  original  tube, 
much  as  will  happen  if  the  intestine  be  drawn  out  in  an  artificial 
anus  through  any  thickness  of  the  abdominal  wall.  Now,  in  atresia 
of  the  cesopbagus  it  is  the  growth  of  the  diverticulimi  from  the 
anterior  wall  of  the  mesenteron  (from  which  diverticulum  are 
developed  the  lower  part  of  the  trachea  and  the  lungs)  which,  by 
displacing  forwards  the  hind  wall  of  the  mesenteron,  leads  con- 
ceivably to  the  secondary  closure  of  the  latter,  i.  e.  of  the  oeso- 
phagus. The  larynx,  as  embryological  observation  shows,  is 
formed  independently  of  the  pulmonary  diverticulum,  by  the 
growth  of  two  longitudinal  lips  from  the  anterior  wall  of  the 
pharynx,  which  coalesce,  much  as  the  urethra  is  completed  in  the 
male.  The  diagrams  accompanying  the  paper  will  explain  what 
probably  happens  in  the  production  of  the  malformation  in  ques- 
tion. The  posterior  wall  of  the  mesenteron  is  drawn  forwards  or 
kinked,  and  on  the  subsequent  formation  of  the  upper  portion  of 
the  trachea  the  whole  of  the  unduly  contracted  lumen  immediately 
above  the  diverticulum  becomes  involved  in  the  formation  of  the 
air-passage,  whilst  the  original  communication  may  or  may  not 
persist  between  the  lower  segment  of  the  oesophagus  and  the  lower 
part  of  the  trachea,  which  is  formed,  presumably,  together  with 
the  lung,  from  the  primary  diverticulum. 

That  the  upper  part  of  the  trachea  is  developed  from  the 
anterior  wall  of  the  mesenteron,  independently  of  the  pulmonary 
diverticulum,  would  appear  from  the  constancy  in  situation  of 
the  oesophago-tracheal  fistula  ;  this  is  invariably  between  the  lower 
segment  of  the  oesophagus  and  the  lower  part  of  the  trachea  ;  and 
it  appears  also  from  the  fact  that  congenital  cervical  fistulse, 
though  they  usually  open  (if  they  open  internally  at  all)  into  the 
pharynx,  in  rare  cases  open  into  the  larynx  or  into  the  trachea. 
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On  making  these  reflections  I  was  anxious  to  know  whether  the 
cpsophaarus  was  normally  narrowed  in  the  situation  at  which  the 
pulmonary  diverticulum  arises.  It  is  vei-v  noteworthy,  I  think, 
that  this  is  so.  Sappey  describes  tbe  oesophagus  as  diminishing  in 
calibre  from  its  upper  end  to  the  foiirtb  dorsal  vertebra,  and  again 
increasing  below  that  point.  But  the  most  exact  investigation  is 
that  by  M.  Mouton  ('  Du  calibre  de  I'oesophage,'  Pai-is,  1874). 
Mouton's  observations  are  quoted  by  Tillanx  ('  Anatome  topogra- 
phique  ')  aud  Sir  Morell  Mackenzie  (loc.  cit.).  They  were  made  by 
filling  the  oesophagus  with  plaster  of  Paris  from  the  stomach,  whilst 
the  parts  remained  in  situ ;  and  they  show  a  narrowing  of  the 
oesophagus  at  a  distance  of  7  cm.  (2|  inches)  l>elow  its  origin. 

Sir  Morell  Mackenzie  has  repeated  these  observations  on  two 
subjects,  and  in  the  main  with  a  similar  result. 

Now  the  trachea  is  reckoned  to  terminate  opposite  the  lower 
border  of  the  fourth  dorsal  vertebra.  The  narrowed  portion  of  the 
oesophagus,  therefore,  will  correspond  with  the  lower  part  of  the 
trachea,  and  this  normal  narrowing  may,  I  venture  to  suggest,  be 
associated  with  the  origin  of  the  pulmonary  diverticulum  from  this 
region  of  the  mesenteron. 

Few  cases  of  congenital  stenosis,  incomplete  in  degree,  are  on 
record.  Dr.  Charlewood  Turner  has  reported  a  case  in  the  thirty- 
sixth  volume  of  the  Society's  '  Transactions,'  and  has  refei'red  to 
those  mentioned  by  Zenker  and  von  Ziemssen  (Ziemssen's  'Cyclo- 
paedia,' vol.  viii,  1878).  The  diagnosis  of  congenital  .tenosis  rests 
upon  the  absence  of  any  discoverable  sti-uctural  change  in  the 
narrowed  portion  after  death,  and  upon  the  dysphagia  having  been 
observed  from  the  earliest  age,  and  persisting  unprogressively 
through  life.  Of  these  the  narrowing  was  in  three  at  the  upper 
end  of  the  oesophagus;  in  four  (as  also  in  Dr.  Turner's)  at  the 
lower.  There  is  thus  no  case  at  present  extant  in  which  incomplete 
congenital  stenosis  has  been  found  at  the  seat  of  the  normal  con- 
Btriction.  The  stenosis  observed  has  been  either  at  the  highest  part 
or  at  the  lowest,  in  both  of  which  situations  the  calibre  of  the 
canal  is  normally  reduced,— in  the  first  situation  from  the  encroach- 
ment of  the  larynx,  in  tbe  second  from  the  passage  of  the  oesophagus 
through  the  diaphragm.  Theoretically  there  might  be  strictures 
of  the  trachea  at  the  level  of  the  oesophageal  occlusion  and  associ- 
ated with  it.  or  complete  occlusion  of  both  canals;  but  I  am  not 
aware  of  such  having  been  as  yet  observed.  April  1^/,  1890, 
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Illustrating  Mr.  Sliattock's  paper  on  Congenital  Atresia  of  the 
(Esopbagus.     (Page  87.) 

Outlines  showing  diagrammatically,  in 

Fig.  1. — The  origin  of  the  lungs  and  lower  part  of  the  trachea  (t),  from  the 
anterior  wall  of  the  mesenteron.     p.  The  anterior  blind  end  of  the  mesenteron. 

Fig.  2. — The  same  parts  after  the  formation  of  the  larynx  and  upper  part  of 
the  trachea,  from  the  anterior  wall  of  the  mesenteron. 

Fig.  3. — Showing  the  kinking  of  the  posterior  wall  of  the  mesenteron,  assumed 
to  take  place  in  the  production  of  congenital  atresia  of  the  oesophagus. 

Fig.  4. — The  same  parts  after  the  completion  of  the  upper  part  of  the  trachea 
and  larynx,  showing  the  resulting  atresia  of  the  oesophagus  and  communication 
of  its  lower  segment  with  the  lowest  part  of  the  trachea. 


&-> 


f- 


PRIMARY    SCHIREOUS   CANCER    OF    THE    OMENTUM.  95 


9.  Primary  scirrhous  cancer  of  the  omentum,  ivith  small  dissemi- 
nated tubercle-like  nodules  in  the  mesentery  and  over  the 
intestines. 

By  Samuel  West,  M.D. 

HARRIET  Gr — ,  aged  52,  was  admitted  into  the  Eoyal  Free 
Hospital  in  September,  suffering  with  ascites. 

She  had  been  in  good  health  until  two  years  ago,  when  she 
found  her  breath  getting  short  on  exertion,  and  was  troubled  with 
palpitation,  but  she  was  able  to  earn  her  living  easily  till  May. 
The  abdomen  had  been  slowly  increasing  in  girth  for  the  last  eight 
or  nine  months,  and  she  had  experienced  pain  on  stoojjing  in  the 
left  side. 

In  May  she  was  attacked  suddenly  Avith  very  violent  pain  in  the 
loin,  and  this  was  followed  by  an  acute  inflammation  of  the 
bladder,  which  laid  her  up  for  two  months.  The  legs  swelled  then, 
and  have  remained  swollen  ever  since.  After  the  two  months 
were  over  she  was  able  to  get  up,  but  was  never  fit  for  work  again. 
Six  weeks  ago  she  had  a  slight  attack  of  jaundice,  and  since  then 
the  abdomen  has  rapidly  increased  in  size.  Fourteen  days  ago  she 
took  to  her  bed,  and  has  not  left  it  since. 

On  admission  she  looked  somewhat  sallow  and  ill,  but  was  in 
fair  case,  though  she  asserted  that  she  had  lost  much  flesh  lately. 
The  abdomen  was  greatly  distended,  and  measured  forty-six  inches 
at  the  umbilicus.  This  distension  was  greatly  due  to  tympanites, 
though  there  was  some  fluid  also.  The  feet  and  legs  were  much 
swollen  and  the  veius  varicose.  The  heart  and  lungs  were  normal. 
The  dyspnoea  from  which  the  patient  suffered  was  clearly  due 
chiefly  to  the  displacement  upwards  of  the  diaphragm  and  the 
interference  with  its  movements.  The  urine  was  scanty  but 
healthy,  The  dyspnoea  gradually  increased,  and  on  September 
30th  paracentesis  became  necessary,  and  the  abdomen  was  tapped, 
with  the  removal  of  12^  piuts  of  dark  brown,  blood-stained  fluid, 
nearly  solid  with  albumen.  On  the  next  examination,  a  few  days 
later,  a  tumour  which  had  not  been  palpable  before  was  discovered 
in  the  left  upper  quadrant  of  the  abdomen.  It  extended  from  the 
xiphoid  cartilage  to  the  posterior  axillary  border,  downwards  to  the 
umbilicus,  and  across  the  middle  line  to  the  right  side  above  the 
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umbilicus.  The  surface  felt  smooth  and  very  hard,  and  the  fingers 
could  be  passed  under  the  edge  in  front,  which  appeared  to  be  fully 
an  inch  thick. 

The  case  presented  such  a  close  resemblance  to  the  chronic 
tubercular  peritonitis  of  children,  that  if  it  had  not  been  for  the 
age  of  the  patient  I  should  have  been  tempted  to  make  that  dia- 
gnosis. The  evidence  of  malignant  disease  was  not  very  strong, 
for  although  the  patient  said  that  she  had  lost  flesh  much,  she  was 
still  rather  inclined  to  be  fat  than  tliin. 

A  fortnight  later  it  was  evident  that  the  tumour  had  increased 
in  size,  and  the  diagnosis  was  made  of  malignant  disease  of  the 
peritoneum  and  omentum.  On  October  the  27th  63  oz.  of  blood- 
stained fluid  was  removed  from  the  left  pleura,  with  relief  to  the 
breathing,  but  the  patient  had  been  rapidly  losing  strength,  and 
died  suddenly  of  collapse  on  November  17th. 

Post-mortem. — Although  the  abdomen  was  greatly  distended,  the 
peritoneum  contained  only  3  pints  of  fluid.  The  intestines  were 
much  distended,  matted  together,  and  adherent  to  the  abdominal 
wall.  The  tumour  felt  during  life  proved  to  be,  as  had  been  sus- 
pected, the  omentum.  It  formed  an  irregular  pancake-like  mass 
an  inch  and  a  half  thick,  and  weighed  21  oz.  It  was  attached  by 
adhesions  to  the  parts  in  the  neighbourhood.  It  cut  very  hard, 
and  the  section  looked  like  fibrous  tissue.  Both  pleural  cavities 
contained  fluid,  and  the  lungs  were  collapsed  in  consequence. 

The  peritoneal  coat  of  the  intestines  was  a  good  deal  thickened,, 
and  in  many  parts  at  the  commencement  of  the  mesentery  small 
but  numerous  hard  whitish  masses  existed,  which  in  colour 
resembled  the  patches  of  thickening  often  seen  in  the  capsule  of 
the  spleen.  Their  distribution  was  very  much  that  of  tuberculosis 
in  the  peritoneum,  but  the  nodules  were  too  hard,  too  large,  and 
not  caseous. 

Microscopical  examination  proved  both  the  omentum  and  the 
nodules  to  be  scirrhous  cancer  of  very  typical  character,  fibrous 
tissue,  however,  being  in  great  amount,  and  the  loculi  large.  No 
growth  was  found  in  any  other  part  of  the  body,  so  that  from  the 
large  size  of  the  omental  tumour  and  the  smalluess  of  the  nodules 
in  the  mesentery  it  seemed  fair  to  infer  that  the  omentum  was  the 
primary  seat  of  growth.  Scattered  over  the  abdomen,  in  the 
mediastinum,  and  upon  the  pleural  surface  of  the  diaphragm  were 
irregular  deposits  of   fat,  and  the  panniculus  adiposus  was  very 
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thick,  facts  which  are  worthy  of  note  considering  that  the  tumour 
turned  out  to  be  malignant,  for  the  absence  of  evident  loss  of 
flesh  was  one  of  the  difl&culties  during  life. 

Primary  cancer  of  the  omentum — and  I  suppose  there  can  be  no 
doubt  that  the  present  is  a  case  of  the  kind — is  very  rare,  and  few 
cases  of  the  kind  are  to  be  found  in  our  '  Transactions ;  '  Dr. 
Septimus  Gibson  records  one  in  the  ninth  volume,  and  Dr,  Lang- 
more  another  in  the  eleventh  volume.  The  first  formed  a  tumour 
half  an  inch  thick,  and  four  inches  long  by  three  wide  ;  the  latter 
was  as  large  as  a  child's  head,  but  both  alike  produced  constriction 
of  the  colon. 

Little  reference  to  primary  cancer  of  the  omentum  is  made  in 
the  ordinary  text-books  of  pathology,  but  from  inquiries  which  I 
have  made  I  do  not  think  that  the  disease  is  altogether  so  rare  as 
the  scanty  records  would  indicate.  February  18th,  1890. 

Report  by  the  Morbid  Growths  Committee  on  Br.  WesVs  specimen 
of  growth  in  the  omentum. — We  have  examined  microscopic  sections 
of  the  growth  in  the  omentum  and  in  the  wall  of  the  intestine,  and 
agree  with  Dr.  West  that  it  has  the  microscopic  appearances  of 
scirrhous  carcinoma. 

Frederic  S.  Eve. 
Seymour  J.  Sharkey. 


10.  Malignant  ulceration  of  the  stomach  of  great  extent,  com- 
municating with  the  colon,  loithout  symptoms  until  six  weeks 
before  death. 

By  Samuel  West,  M.D. 

WILLIAM  R — ,  aged  40,  was  admitted  into  St.  Bartholomew's 
Hospital  as  a  case  of  chronic  intestinal  obstruction.  He 
did  not  look  specially  ill  on  admission,  though  the  tongue  was 
coated.  The  breathing  was  not  free,  because  of  pain  in  the  epi- 
gastric region  caused  by  taking  a  deep  inspiration.  The  pain  here 
was  more  or  less  constant,  usually  of  a  gnawing  character,  but 
occasionally  griping.  There  was  great  hypersesthesia  as  well  as 
tenderness  on  firm  pressure,  and  considerable  muscular  resistance. 
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The  abdomen  was  not  tumid,  nor  was  there  any  evidence  of  disten- 
sion of  either  small  intestine  or  of  the  large. 

The  patient  stated  that  he  had  been  perfectly  well  until  thi'ee 
weeks  ago,  when  he  was  suddenly  seized  with  severe  pain  in  his 
epigastrium  after  carrying  a  heavy  weight.  This  occurred  about 
half  an  hour  after  dinner.  The  abdomen  swelled  and  vomiting 
was  severe,  which  relieved  the  pain. 

The  pain  has  returned  after  meals  ever  since,  and  has  been 
relieved  by  vomiting,  but  there  has  never  at  any  time  been  haema- 
temesis.  The  bowels  were  somewhat  irregular,  but  had  not  been 
confined  for  long  together.  After  about  a  week  the  vomit  became 
foul-smelling,  and  continued  to  be  of  the  same  character  since ;  but 
it  was  not  by  any  means  constant,  sometimes  being  absent  for  a 
day  or  two  at  a  time,  nor  definitely  related  to  the  ingestion  of 
food. 

He  gave  no  history  of  previous  illness  of  any  kind,  but  stated 
that  he  was  strong  and  healthy  till  the  sudden  commencement  of 
the  present  illness.  The  temperature  was  normal,  and  the  pulse 
and  respirations  only  slightly  accelerated. 

The  symptoms  not  appearing  urgent,  the  patient  was  placed 
upon  milk  and  lime  water  as  food,  and  bismuth  and  opium  as  a 
mixture,  and  an  enema  was  administered. 

On  August  16th,  the  day  after  admission,  the  urine  had  to  be 
drawn  off  with  the  catheter,  but  in  other  respects  the  patient  was 
in  the  same  condition.     The  bowels  had  not  operated. 

The  case  presented  great  difficulties  in  the  way  of  diagnosis. 

The  intermittent  symptoms,  the  long  duration,  and  the  absence 
of  abdominal  distension  seemed  to  negative  acute  obstruction  of 
either  the  large  or  small  intestine.  The  more  chronic  form  could 
not  be  so  definitely  excluded,  though  the  want  of  abdominal  dis- 
tension rendered  them  all  unlikely.  Impaction  of  faeces  was  nega- 
tived by  rectal  examination,  as  was  also  growth  in  the  rectum,  at 
any  rate  no  growth  was  within  reach.  The  only  abnormality 
found  there  was  an  inflamed  pile,  which  caused  much  pain. 

Chronic  small  intestinal  obstruction  was  perhaps  more  likely, 
but  the  absence  of  corresponding  distension  opposed  this. 

Chronic  peritonitis,  again,  was  for  the  same  reason  unlikely, 
though  it  might  explain  the  irregular  vomiting  and  action  of  the 
bowels;  but  if  so  it  would  have  to  be  a  localised  peritonitis,  and 
probably  suppurative.     The  most  probable  explanation  seemed  to 
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be  that  a  communication  had  formed  between  the  stomach  and 
large  intestine.  Against  this  was  the  absence  of  previous  history 
of  gastric  ulcer. 

The  two  most  likely  diagnoses  appeared  to  be — 

1.  Grastro-colic  fistula. 

2.  Localised  peritonitis,  connected  probably  with  an  old  gastric 
ulcer. 

On  August  18th,  at  6  p.m.,  the  patient  suddenly  called  out  and 
was  violently  sick,  bringing  up  a  fair  amount  of  fsecal  vomit  exactly 
like,  in  odour  and  colour,  a  copious  motion  which  was  passed  almost 
at  the  same  time. 

There  was  no  more  vomiting  till  the  21st,  but  on  the  20th  the 
breath  was  distinctly  fsecal,  and  the  patient  suffered  some  epi- 
gastric pain  which  was  relieved  after  passing  a  loose  motion.  The 
general  condition  was  much  the  same  ;  indeed,  on  the  whole  the 
patient  seemed  stronger  and  better. 

22nd. — The  bowels  acted,  but  there  was  no  vomiting. 
24th. — Faecal  vomiting  again  last  night,  being  of  exactly  the 
same  colour,  odour,  and  consistency  as  the  motion.     The  vomiting 
is  always  preceded  by  epigastiic  pain,  by  a  feeling  of  tenderness 
in  the  abdomen,  and  distaste  for  food. 

29th. — No  vomiting  since  the  24th.  Patient  was  allowed  some 
solid  food,  which  he  took  without  pain  or  discomfort. 

On  the  30th  and  31st  he  vomited  several  times,  the  vomit  being 
faecal  as  usual. 

On  September  2nd  he  appeared  to  be  much  worse,  looking  drawn 
in  the  face,  anxious  and  flushed,  and  he  was  clearly  passing  into  a 
critical  condition. 

Under  these  circumstances  Mr.  Cripps  was  called  into  consulta- 
tion, and  though  he  felt  also  unable  to  arrive  at  a  positive  dia- 
gnosis, he  recommended  that  an  exploratory  incision  should  be 
made  in  the  inguinal  region,  and  the  abdomen  examined  as  far  as 
could  be  with  the  finger.  Accordingly  the  patient  was  removed  to 
the  theatre  and  the  operation  perfoi'med.  An  incision  about  three 
inches  long  was  made  in  the  left  iliac  region,  and  the  finger  intro- 
duced. Nothing  abnormal  could  be  felt,  and  the  wound  was 
stitched  up  again.  Half  an  hour  later  the  patient  became  greatly 
collapsed,  sweated  profusely,  and  brought  up  a  good  deal  of  faecal 
vomit.  A  subcutaneous  injection  of  strychnine  and  some  ether 
rallied  him,  and  then  an  injection  of  morphia  was  administered. 
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The  next  day,  September  3rd,  the  patient  was  in  much  the  same 
condition,  being  extremely  prostrate  and  feverish.  The  temperature 
began  to  rise,  and  ultimately  reached  103°.  In  the  evening  the 
patient  became  wildly  delirious  for  a  couple  of  hours,  after  which 
he  became  quiet  and  gradually  sank.  Until  this  day  the  tempera- 
ture had  been  throughout  normal  or  below  normal. 

On  the  autopsy  the  peritoneum  was  found  normal  and  the  organs 
natural.  The  transverse  colon  was  very  small,  firmly  contracted, 
and  adherent  to  the  greater  curvature  of  the  stomach.  On  laying 
it  open  it  was  found  to  communicate,  through  a  ragged  hole  three 
quarters  of  an  inch  in  diameter,  with  the  stomach.  The  ascending 
and  descending  colon,  as  well  as  the  small  intestine,  were  normal. 

There  was  no  secondary  growth  in  any  of  the  organs,  but  in  the 
transverse  colon  there  were  one  or  two  hard  nodular  masses  con- 
tiguous to  the  ulcer. 

On  laying  the  stomach  open  the  hole  above  mentioned  was  found 
to  occupy  the  centre  of  a  large  ulcer.  This  extended  nearly  all  the 
way  round  the  stomach  transversely,  except  for  about  two  inches 
at  the  lesser  curvature,  and  was  in  its  widest  part  about  three 
inches  broad,  and  nowhere  less  than  one  inch.  The  edges  were 
thickened  and  everted  slightly,  and  the  chief  seat  of  the  growth 
here  was  in  the  mucous  membrane ;  but  in  the  older  parts  of  the 
ulcer  the  muscular  coat  was  involved  also,  and  for  an  inch  all 
round  the  perforation  this  coat  was  completely  destroyed,  and  the 
floor  of  the  ulcer  formed  of  thickened  tissues,  making  intimate 
adhesions  between  the  stomach  and  the  colon.  On  the  colon  side 
the  lips  of  the  perforation  were,  like  the  growing  edges  of  the  ulcer, 
thickened,  everted,  and  ragged. 

The  rest  of  the  stomach  was  healthy,  except  at  one  spot  along 
the  greater  cuiwature,  about  two  inches  from  the  pylorus,  where  a 
small  cauliflower  excrescence  as  large  as  a  hazel  nut  protruded. 
It  was  springing  from  the  mucous  membrane,  and  seemed  fairly 
moveable  upon  the  muscular  coat.  With  exception  of  this,  and 
the  thickened  tissue  between  the  colon  and  stomach,  there  was  no 
other  growth  found  in  the  neighbourhood,  and  no  secondary 
tumours  in  any  part  of  the  body. 

Microscopical  examination  showed  the  tumour  to  be  a  medullary 
cancer  with  hardly  any  stroma.  Apart  from  the  pathological 
interest  of  the  specimen  the  case  presents  many  points  of  clinical 
importance. 
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1.  The  absence  of  previous  symptoms  of  any  gastric  lesion  ; 
indeed,  it  was  on  this  account  that  I  hesitated  to  make  the  dia- 
gnosis, which  on  the  whole  the  facts  appeared  to  me  to  warrant,  of 
perforation  between  the  colon  and  the  stomach,  and  I  suggested 
the  probability  of  the  primary  lesion  being  in  the  colon.  I  was 
of  course  aware  of  the  fact  that  ulcers  might  be  latent,  and  I 
recorded  a  case  of  this  kind  in  the  Clinical  Society's  '  Transactions  ' 
last  year. 

2.  The  absence  of  any  evidence  of  malignant  disease.  The 
patient  was  young,  and  had  not  lost  flesh  or  strength,  and  believed 
himself  to  have  been  in  good  health  till  the  pain  and  vomiting 
commenced,  three  weeks  before  admission.  I  cannot  think  that 
an  ulcer,  even  if  malignant,  can  reach  such  a  size  in  the  stomach 
within  the  short  time  between  the  commencement  of  his  illness 
and  his  death,  less  than  six  weeks.  The  ulcer  must  therefore  have 
existed  and  been  malignant  for  some  time  previously ;  and  this 
brings  me  to  the  next  point,  viz. : — 

3.  The  difficulty  of  fixing  the  duration  of  visceral  ulceration, 
even  when  malignant ;  for  if  so  extensive  disease  as  is  present  in 
this  case  can  exist  without  symptoms,  it  is  clear  that  we  have  no 
means  of  fixing  the  terminus  a  quo  to  reckon  from.  It  is,  I  believe, 
less  common  in  the  stomach  than  in  the  intestines  for  ulceration  to 
exist  without  giving  evidence  of  its  presence.  Still  this  is  common 
enough  in  the  stomach  to  make  the  calculations  as  to  duration 
untrustworthy.  November  \9th,  1889. 


11.  Perforating  ulcer  of  duodenum. 
By  Aethur  B.  E.  Myers,  Brigade  Surgeon,  Brigade  of  Guards. 

FOR  the  following  notes  of  this  case  I  am  indebted  to  Surgeons- 
Major  Harrison  and  Stuart,  Grenadier  Guards. 
Private  A — ,  Grenadier  Guards,  aged  27,  was  admitted  into 
hospital  on  the  evening  of  October  17th,  1889,  complaining  of  in- 
tense pain  in  the  abdomen.  On  the  evening  of  the  16th  he  was  out 
of  barracks  on  pass,  and  had  remained  away  until  his  admission  into 
hospital.     He  acknowledged  to  having  been  drinking  rather  freely. 
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and  had  eaten  little  solid  food  since  leaving  barracks.  He  stated 
that  be  felt  pain  in  the  abdomen  in  the  early  part  of  the  afternoon 
of  the  17th,  that  it  became  so  intense  about  5  p.m.  that  he  went  to 
seek  relief  from  a  chemist,  who  gave  him  a  dose  of  castor  oil  which  he 
vomited.  The  pain  continuing  he  came  to  hospital  in  a  cab.  He 
had  received  no  injury,  but  thought  he  had  strained  himself.  He 
was  a  man  of  splendid  physique,  and  there  was  no  history  of  any 
previous  illness  during  his  short  service.  On  admission  he  was 
able  to  walk,  but  he  was  evidently  suffering  intense  pain  in  the 
abdomen,  and  he  looked  pale  with  pinched  exj)ression  of  face. 
On  examining  the  abdomen  it  was  thought  that  the  left  side  looked 
fuller  than  the  right,  but  beyond  this  the  physical  signs  revealed 
nothing  abnormal.  A  draught  containing  tincture  of  opium  with 
spirit  of  chloroform  was  ordered,  and  directions  given  that  hot 
fomentations  should  be  apphed  to  the  abdomen.  He  was  seen 
later  in  the  evening  and  the  draught  repeated. 

On  the  following  morning  (18th)  the  patient  complained  of  pain 
in  the  abdomen,  but  stated  that  it  was  less  severe  than  it  had  been. 
The  abdomen  was  swollen  and  tympanitic  on  percussion.  Tem- 
perature normal ;  pulse  very  weak,  120  to  130.  Tongue  clean.  He 
vomited  a  good  deal  of  green  fluid.  He  had  passed  no  urine  since 
the  previous  evening.  About  a  pint  of  high-coloured  urine  was 
drawn  off  by  catheter.  The  bowels  had  acted  normally  on  the 
morning  of  the  day  on  which  he  was  admitted,  but  had  not  acted 
since.     The  inguinal  and  femoral  rings  were  found  quite  free. 

The  draught  of  opium  and  spirit  of  chloroform  was  repeated, 
and  directions  given  that  a  lai-ge  sinapism  was  to  be  applied  to  the 
abdomen,  followed  by  poultices.  A  turj^entine  enema  was  ordered, 
and  an  ounce  of  brandy  given  by  the  mouth. 

During  the  day  he  vomited  frequently,  and  rapidly  passed  into  a 
collapsed  condition.  Between  6  and  7  p.m.  the  pulse  could  not 
be  counted  at  the  wrist,  and  could  hardly  be  felt ;  the  skin  was  cold 
and  clammy  ;  the  vomited  matter  was  of  a  brownish  colour ;  the 
abdomen  was  much  more  distended  tlian  it  was  in  the  morning, 
very  painful  on  palpation,  tymi)auitic  in  front,  but  dull  towards 
the  flanks.  He  was  occasionally  delirious.  Temp.  97"4°.  He  had 
passed  no  urine  since  the  morning,  and  on  introducing  a  catheter 
into  the  bladder  only  a  few  drops  of  urine  came  away. 

The  question  of  exploring  the  abdomen  was  considered,  and  Mr. 
Howard  Marsh  kindly  saw  the  patient,  but  the  collapsed  condition 
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which  had  rajjidly  developed  rendered  any  operative  interference 
inadmissible.     The  patient  lingered  until  11.45  p.m. 

A  post-mortem  examination  was  made  at  noon  on  the  following  day. 

Body  very  muscular  and  well  nourished.  No  external  marks  of 
injury.  On  opening  the  peritoneal  cavity  a  large  quantity  of  air 
escaped.  A  considerable  amount  of  yellow  fluid  of  fsecal  cha- 
racter occupied  the  peritoneal  cavity.  The  coils  of  small  intes- 
tine were  intensely  inflamed.  There  was  general  peritonitis  with 
much  recent  lymph.  No  volvulus  or  obstruction  of  any  kind  was 
found.  On  examining  the  intestines  an  aperture  was  found  in  the 
duodenum  through  which  the  intestinal  contents  had  escaped,  and 
this  was  found  to  be  the  result  of  a  perforating  ulcer  situated  on 
the  anterior  surface  of  the  duodenum  immediately  below  the 
pylorus.  The  mucous  membrane  immediately  below  the  ulcer  was 
much  inflamed.  A  small  patch  of  inflammation  was  found  on  the 
lining  membrane  of  the  stomach,  but  no  gastric  ulcer.  The  stomach 
contained  a  good  deal  of  faecal  matter. 

Remarhs. — Perhaps  I  should  offer  some  apology  to  the  Society 
for  reporting  a  case  of  so  well-recognised  a  form  of  disease, 
but  I  find  that  the  volumes  of  the  Society  do  not  record  many 
cases,  and  in  the  volume  for  1883  Dr.  Norman  Moore,  when  reporting 
two  cases  at  St.  Bartholomew's  Hospital,  states  that  they  are  so 
uncommon  that  there  is  only  one  other  case  in  the  medical  post- 
mortem books  of  the  hospital. 

The  chief  point,  however,  to  which  I  now  wish  to  draw  attention 
is  as  to  the  causation  of  these  ulcers. 

Treves,  in  his  work  on  '  Intestinal  Obstruction,'  remarks  that 
peptic  ulcers  are  met  with  at  the  commencement  of  the  duo- 
denum, and  are  said  to  be  produced  by  the  digestive  action  of  the 
gastric  juice.  They  are  usually  single,  most  commonly  found  be- 
tween the  ages  of  thirty  and  forty,  and  are  more  frequent  in  males 
than  in  females,  in  the  proportion  of  ten  to  one. 

Yon  Ziemssen  mentions  that  according  to  a  compilation  of 
Krauss  of  forty-seven  cases,  the  ulcers  were  situated  in  the  great 
majority  of  cases  in  the  upper  horizontal  portion  of  the  duodenum, 
and  occasionally  one  half  of  the  ulcer  was  situated  in  the  stomach. 
There  is  usually  only  one  ulcer,  but  several  are  not  infrequently 
found.  As  regards  sex,  Krauss  found  that  out  of  sixty-four  cases 
fifty-eight  were  men  and  six  women  {i.  e.  about  ten  to  one). 

Fagge,  who  groups  duodenal  with  gastric  ulcers,  states  that  these 
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ulcers  are  found  over  the  lesser  curvature  of  the  stomach  or  in  its 
close  neighbourhood,  that  most  frequently  thereis  only  a  single  ulcer ; 
and  probably,  as  Sir  William  Grull  suggested,  this  in  some  way  de- 
pends upon  the  fact  that  this  part  is  so  much  more  fixed  than  the 
rest  of  the  organ,  that  one  can  easily  imagine  its  surface  becoming 
abraded  during  peristaltic  movement. 

Yii'chow  greatly  attributes  these  ulcers  to  "  an  an*est  of  the  circu- 
lation through  a  sufficient  depth  and  area  to  permit  the  solvent 
action  of  the  acid  gastric  juice  to  be  exerted  on  the  tissues  deprived 
of  the  protective  action  of  the  alkaline  blood." 

Extravasations,  embolisms,  &c.,  are  given  as  causes,  but  beyond 
the  remarks  of  Sir  William  Gull  above  given  I  have  only  found  one 
other  reference  to  the  possibility  of  these  ulcers  being  the  result  of 
accidental  abrasions. 

But  I  would  ask  the  Society  if  it  does  appear  to  be  a  very 
reasonable  proposition  to  advance,  that  many  of  these  cases  of 
perforating  ulcer  of  the  duodenum  and  pylorus  are  due  to  an 
accidental  abrasion  of  the  mucous  membrane  by  some  indigestible 
substance  in  its  passage  through  this  less  moveable  portion  of 
intestine,  and  by  the  consequent  deleterious  action  of  the  gastric 
juice  on  the  subjacent  structures.  April  15ih,  1890. 


12.  Perforating  ulcer  of  duodenum.     Two  specimens.     {Card 

specimen.) 

By  H.  Montague  Mukhay. 

IThe  ulcer  three  eighths  of  an  inch  in  diameter,  having  all  the 
,  characters  of  an  acute  gastric  ulcer,  is  situated  on  the  anterior 
wall  of  the  duodenum,  half  an  inch  below  the  pyloric  valve.  Aper- 
ture in  peritoneal  coat  long  and  narrow. 

The  specimen  was  taken  from  the  body  of  a  man,  aged  28,  who, 
while  in  good  health,  was  seized  with  acute  colic  half  an  hour  after 
eating  a  heavy  meal  of  pork  and  pease  pudding.  He  died  in  six 
days  from  acute  peritonitis. 

2.  An  ulcer  one  third  of  an  inch  in  diameter,  less  circular  than 
the  foregoing,  with  thick,  hard  walls  a  quarter  of  an  inch  deep,  and 
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also  in  the  anterior  wall  of  the  duodenum  half  an  inch  below  the 
pyloric  valve.     The  perforation  is  slit-shaped,  as  in  the  first  case. 

The  specimen  was  taken  from  the  body  of  a  mau,  aged  42,  who 
was  seized  with  acute  colic  after  eating  a  heavy  dinner,  largely 
consisting  of  tinned  food.  He  became  collapsed,  never  rallied,  and 
died  on  second  day.     There  was  commencing  peritonitis. 

April  15th,  1890. 


13.   The  pathology  of  duodenitis. 

By  William  Hunter,  M.D.,  M.R.C.P. 

[With  Plate  VII.] 

THE  object  of  this  paper  is  to  place  on  record  certain  observations 
I  have  recently  made  which  seem  fitted  to  throw  light  on  the 
nature  of  the  duodeuitis  occasionally  found  after  burns  and  in 
other  septic  conditions,  e.  g.  septicaemia. 

The  results  have  been  obtained  in  the  course  of  a  series  of 
observations  I  have  been  making  for  some  time  past  on  the  action 
of  certain  poisons  on  the  blood,  and  the  various  channels  by  which 
they  are  excreted  from  the  body. 

The  particular  drug  which  has  yielded  these  results  has  been 
toluylenediamine — a  drug  having  a  destructive  action  on  the 
blood,  and,  related  to  this  action,  the  property  of  inducing  intense 
jaundice  in  dogs. 

The  experiments  here  referred  to  were  in  all  cases  performed  on 
dogs.  The  drug  was  administered  subcutaneously,  and  the 
animals  were  killed  three  to  seven  days  later.  Healthy  dogs  were 
used,  in  which  the  absence  of  any  condition  of  the  duodenum  or 
intestine  such  as  that  about  to  be  described  might  be  safely  pre- 
dicted. In  no  case  was  any  similar  condition  of  the  duodenum 
ever  found  in  a  healthy  dog. 

Experiment  1. — Dog,  11  kilogrammes  in  weight.  0"5  gramme 
of  toluylenediamine  injected  subcutaneously.  Marked  jaundice  on 
second  day.  Four  days  later  a  similar  quantity  injected.  Killed 
on  seventh  day.  During  the  whole  time  the  animal  took  no  food, 
and  rapidly  emaciated,  losing  altogether  one  fifth  of  its  original 
weight.     Jaundice  extremely  pronounced. 
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Stomach  empty,  its  mucous  membrane  thrown  into  rugae,  pale, 
and  of  normal  appearance. 

Duodenum. — Even  before  being  opened  obviously  inflamed,  its 
walls  turgid,  swollen,  and  feeling  doughy  to  tbe  touch  On  being 
opened  the  most  intense  inflammatory  congestion  of  the  mucous 
and  submucous  coats  seen  ;  tlie  swelling  affecting  also  the  other 
coats  ;  the  lumen  of  tlie  canal  filled  with  a  large  quantity  of  clear 
inflammatory  mucus,  free  from  bile.  The  congestion  extends  for  a 
distance  of  eight  inches  from  the  pylorus,  and  has  its  greatest 
intensity  around  the  opening  of  the  bile-ducts.  From  this  point 
downwards  it  gradually  lessens,  till  at  a  distance  of  eight  inches 
from  the  pylorus  it  is  scarcely  to  be  recognised.  The  mucous 
membrane  of  small  intestine  shows  at  parts  considerable  swelling 
and  congestion,  the  congestion  being  specially  marked  around 
certain  of  the  follicles.  The  appearances  presented  are  accurately 
represented  in  the  accompanying  drawing,  made  immediately  after 
opening  the  duodenum  (Plate  VII,  fig.  1). 

Experiment  2. — Small  dog,  weight  4" 75  kilogrammes.  0"3 
gramme  toluylenediamine  injected  subcutaneously.  Animal  killed 
three  days  later.     Jaundice  well  marked. 

Stomach  empty,  its  mucous  membrane  thrown  into  folds,  pale 
and  normal. 

Duodenum. — Congestion  of  mucous  membrane,  commencing  on 
a  level  with  the  opening  of  the  bile-duct,  and  well  marked  for  a 
distance  of  three  inches.  Close  to  the  papilla  on  which  the  bile-duct 
opens,  the  orifice  of  which  shows  a  drop  of  clear  mucus,  three 
well  marked  and  defined  "  ulcers,"  with  raised  congested  margins 
and  depi-essed  bases.  Exact  size  of  these  ulcers  13  mm.  by 
4,  10  by  5,  the  third  being  incomplete.  An  inch  lower  down 
another  similar  ulcer  11  by  41,  and  1|  inches  lower  down  another 
one  11  by  7  (fig.  2). 

There  was  also  some  swelling  of  the  mucous  membrane  through- 
out the  whole  of  the  small  intestines.  Above  the  ileo-caecal  valve, 
for  a  distance  of  3^  inches,  the  mucous  membrane  was  in  a  state 
of  swelling  and  congestion  similar  to  that  found  in  the  duodenum. 
This  redness  corresponded  with  the  presence  of  dark  brown  bile- 
stained  fluid  contents  in  this  portion  of  intestine,  elsewhere  the 
mucous  membrane  being  merely  covered  with  a  thin  coating  of 
slightly  bile-stained  mucus. 

Measurements  showed  that  the  congested  wall  was  almost  twice 


DESCEIPTION  OF  PLATE  VII. 

Illustrating  Dr.  Hunter's  paper  on  the  Pathology  of  Duodenitis. 
(Page  106.) 

Fig.  1. — Duodenitis  induced  by  the  excretion  of  substances  through  the  bile. 
Duodenum  of  dog  after  subcutaneous  injection  of  toluylenediamine.     (Exp.  1.) 
p  =  Pyloric  end  of  stomach. 
A  and  B  =  Opemngs  of  bile-ducts.     Orifices  filled  with  viscid  mucus. 
Drawing  made  immediately  on  opening  the  duodenum. 

Fig.  2. — Duodenum  of  dog  after  subcutaneous  injection  of  a  small  dose  of 
toluylenediamine.     (Exp.  2.) 
P  =  Pylorus. 
A  =  Orifice  of  bile-duct. 
Drawing   made   three   hours   after   opening    the    duodenum.     Inflammatory 
appearances  less  marked  than  they  originally  were  on   the   duodenum   being 
opened. 
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tlie  thickness  of  the  healthy  wall  of  intestine  from  a  dog  of  same 
size,  the  mucous  membrane  being  two  to  three  times  thicker  than 
in  health. 

The  results  obtained  in  all  other  experiments  showed  the  same 
features,  namely,  congestion  and  swelling  of  the  mucous  mem- 
brane, having  its  greatest  intensity  close  to  th.e  opening  of  the 
bile-duct,  and  fading  away  till  it  became  gradually  lost  8  to  12 
inches  from  the  pylorus.  The  congestion  varied  in  degree  in 
different  experiments  according  to  the  dose  given.  The  amount  of 
congestion  found  was  always  proportional  to  the  degree  of  jaundice 
observed  during  life. 

In  one  experiment,  in  which  a  considerable  degree  of  jaundice 

WOODCTTT  4. 


A  section  through  one  of  the  congested  folliculiir  patches  (Exp.  2). 
Its  base  is  made  up  of  small  rounded  follicles,  D.  The  congestion  was 
most  marked  in  the  villi  immediately  around  the  follicles.  A.  Mncous 
membrane.     B.  Muscular  coat.     c.  Peritoneum,      x  2^. 


was  present  for  three  days  and  then  passed  off  quickly,  the  conges- 
tion of  duodenum  was  less  marked. 

The  congestion  observed  in  all  cases  was  inflammatory  in  its 
nature.  In  one  instance  (Experiment  2)  it  seemed  to  have  gone 
on  to  ulceration,  thie  appearances  presented  being  at  first  sight 
exactly  those  of  small  ulcers.  On  examination,  however,  it  was  found 
that  there  was  no  loss  of  substance.  The  situation  and  appearance 
of  ulcers  were  determined  by  the  presence  of  groups  of  follicles, 
the  base  of  the  ulcers  being  formed  by  small  rounded  follicles,  six 
or  seven  in  number,  covered  by  short  club-shaped  villi,  while  the 
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overhanging  congested  edges  of  the  ulcers  were  formed  of  elon- 
gated villi,  all  the  capillaries  of  which  were  greatly  distended. 

In  addition  to  the  actual  congestion  and  overfillmg  of  the  vessels 
observed,  there  was  great  oedema  both  of  the  mucous  and  sub- 
mucous coats. 

The  appearances  pointed  to  the  action  of  a  powerful  irritant ;  and 
as  the  poison  was  in  all  cases  administered  subcutaneously,  the  only 
channel  by  which  the  poison  itself  or  its  products  could  reach  the 
intestine  was  through  the  bile.  The  most  striking  feature  of  the 
congestion  was  its  relation  to  the  oj)ening  of  the  bile-ducts,  a  cir- 
cumstance in  itself  suggesting  the  bile  as  the  channel  by  which  the 
irritant  had  been  conveyed  to  the  intestine.  Evidence  of  a  still  more 
convincing  character  that  such  was  the  case  was  also  forthcoming  ; 
for  by  means  of  an  extremely  delicate  test  I  recently  described  before 
the  Physiological  Society  I  was  able  to  prove  that  the  bile  is  one 
of  the  channels  through  which  toluylenediamine  is  excreted  from 
the  body.  It  was  possible  to  recognise  it  in  the  bile  as  early  as  one 
and  a  half  to  two  hours  after  its  injection  into  the  blood. 

The  exceedingly  small  quantity  in  which  it  is  excreted  suggests 
that  products  of  its  disintegration,  more  irritant  in  their  nature 
than  it  itself  is,  are  responsible  for  the  inflammatory  congestion  of 
the  duodenum  produced.  It  is  interesting  to  note  that  next  to  the 
duodenum  the  only  other  portion  of  intestine  where  congestion 
was  marked  was  above  the  ileo-csecal  valve,  where  the  fluid  contents 
tend  to  stagnate  for  a  time. 

The  chief  fact  established  by  these  observations  is  that  the  most 
intense  duodenitis  may  be  set  up  by  the  excretion  of  certain  poisons 
through  the  bile. 

What  bearing  have  these  observations  on  the  pathology  of  the 
duodenitis  occasionally  found  after  burns  and  in  other  septic 
conditions  ?  The  history  of  the  duodenitis  after  burns  dates  from 
1842,  when  Mr.  Curling  first  drew  attention  to  it  in  a  paper  read 
before  the  Eoyal  Medical  and  Chirurgical  Society.  He  there 
recorded  ten  cases  of  acute  ulceration  after  burns,  the  ulceration 
being  usually  found  in  that  portion  of  the  duodenum  which  passes 
over  the  head  of  the  pancreas.  It  was  acute  in  its  nature,  the 
fatal  termination  occurring  in  from  seven  to  seventeen  days,  either 
from  perforation  with  subsequent  peritonitis,  or,  still  more  fre- 
quently, from  erosion  into  an  artery  and  hoeuiorrhage.  Considering 
the  rarity  of  duodenal  ulceration,  and  the  absence  iu  his  cases  of 
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any  symptoms  of  intestinal  affection  previous  to  the  occurrence  of 
the  burus,  he  concluded,  that  some  special  connection  must  exist 
between  the  injury  to  the  skin  and  the  disease  in  the  duodenum. 

Since  then  a  number  of  cases  have  been  described,  and  a  still 
larger  number  must  have  been  observed,  for  the  belief  in  the  exist- 
ence of  a  form  of  duodenitis  associated  with  bunas  has  come  to  be 
fairly  wide-spread.  Such  a  belief  is  regarded  by  some  as  ill-founded, 
mainly  on  the  ground  that  no  reasonable  explanation  has  as  yet 
been  given  why  a  lesion  to  the  skin  should  cause  such  a  localised 
lesion  of  the  intestine.  For  as  an  explanation  the  suggestion  put 
forward  in  the  first  instance  by  Mr.  Curling,  aud  the  only  one 
which  has  any  show  of  probability,  cannot  be  deemed  satisfactory. 
He  thought  the  congestion  was  connected  with  the  presence  of 
Brunner's  glands  in  that  particular  portion  of  intestine,  and  the 
increased  work  thrown  on  them  by  the  arrest  of  the  important 
function  of  a  large  portion  of  the  skin. 

Even  more  unsatisfactoiy  is  the  other  suggestion  we  owe  to 
Brown  Sequard  and  Dr.  Handfield-Jones,  that  the  condition  is  the 
result  of  some  sympathetic  disturbance. 

If  the  actual  condition  found  after  burns  be  compared  with  that 
described  in  the  foregoing  experiments,  a  remarkable  similarity 
appears.  Two  conditions,  namely,  are  met  with  after  burns — inflam- 
matory congestion  and  actual  ulceration.  They  are  not  always  met 
together. 

The  ulceration  is  sometimes  unattended  by  congestion.  In 
some  cases  where  ulcers  have  been  found  it  is  expressly  noted  that 
no  further  disease  was  present  in  the  intestine,  or  still  more 
specifically  that  no  unusual  vascularity  was  to  be  found.  The  ulcer 
may  be  single  ;  in  some  cases  two  or  more  are  found.  Thus  in  a 
child  aged  ten,  in  whom  death  occurred  a  fortnight  after  the  burn, 
two  large  ulcers  and  many  of  smaller  size  were  found ;  in  another  case 
there  was  a  perforating  ulcer  with  three  smaller  ones  ;  in  a  third  a 
perforating  ulcer  of  the  size  of  a  shilling,  with  two  or  three  ulcers 
of  the  size  of  a  pea  lower  down. 

The  congestion  is  sometimes  unattended  by  ulceration,  and  is 
sometimes  found  above  the  ileo-csecal  valve  as  well. 

Thus  in  one  case  there  was  considerable  injection  of  the  mucous 
membrane  of  the  duodenum  near  the  pancreas,  occupying  a  space 
of  about  an  inch  in  diameter,  and  the  mucous  membrane  near  the 
termination  of  the  ileum  was  similarly  injected. 
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In  anotlier,  wliere  death  occurred  on  the  third  dav,  there  were 
"  unequivocal  marks  of  iuflammatory  disease  "  in  the  duodenum,  a 
spot  of  deep  suffused  redness  situated  just  anterior  to  the  head  of 
the  pancreas,  its  outer  margin  half  an  inch  distant  from  the  orifice 
of  the  biliary  duct.  There  was  no  injection  of  mucous  membrane 
elsewhere. 

And  in  a  third,  in  which  death  occurred  on  the  second  day,  the 
mucous  membrane  of  the  duodenum  is  described  as  much  congested, 
more  especially  that  portion  of  it  which  passes  in  front  of  the  head 
of  the  pancreas. 

The  same  limitation  of  the  congestion  is  thus  found  after  burns 
as  in  the  foregoing  experiments.  It  is  important  to  note  that 
congestion,  even  so  marked  as  I  have  described,  rapidly  loses  its 
characteristic  appearances  a  few  hours  after  death,  especially  after 
the  duodenum  has  been  opened.  A  slight  degree  of  congestion 
may  readily  therefore  be  overlooked,  especially  if  unattended  by 
ulceration,  and  in  any  case  it  will  disappear  in  the  course  of  a  day 
or  two  whether  ulceration  occurs  or  not. 

Congestion  is  the  primaiy  condition,  and  may  or  may  not  be 
followed  by  ulceration.  Thus  I  find,  from  an  analysis  of  the  cases 
recorded,  that  where  congestion  alone  is  described  death  bad 
occurred  in  from  two  to  seven  days ;  whereas  where  ulceration 
alone  is  described  death  had  occurred  in  from  eight  to  twenty-one 
days,  the  average  in  ten  cases  being  over  fourteen  days.  There 
are  exceptions  to  this  rule.  Ulceration  appears  sometimes  to  occur 
with  great  rapidity.  Thus  in  one  case,  in  which  death  occurred 
on  the  third  day,  no  fewer  than  four  ulcers  were  found,  one  of 
them  of  considerable  size. 

The  similarity  thus  manifest  between  the  duodenitis  of  burns 
and  that  experimentally  induced  applies  also  to  the  conditions  that 
in  each  case  precede  them.  In  the  latter  the  condition  is  the 
presence  of  a  poison  in  the  blood  and  its  excretion,  and  the  excretion 
of  certain  of  its  products  through  the  bile.  The  chief  property 
possessed  by  the  substance  is  its  destructive  action  on  the  blood. 

After  burns  we  have  two  conditions  affecting  the  blood  produced 
— one  immediate,  the  other  secondar3\ 

Haemoglobinuria  is  not  uncommon  after  burns — the  most  certain 
evidence  of  all  of  an  extensive  destruction  of  blood.  When  it  does 
occur  it  is  an  early  symptom,  passing  off  within  a  few  hours. 
Apart  altogether  from   such   marked   evidence   of   the   injurious 
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influence  of  burns  on  the  blood,  a  far  more  constant  evidence  is 
afforded  by  the  blood  itself.  The  changes  presented  by  the  blood 
after  burns  are  the  most  marked  of  any  met  with.  They  also  occur 
very  rapidly  —at  least  in  animals  (Lesser), — reachingtheirmaximum 
in  a  few  hours  and  again  disappearing.  They  include  various 
alterations  in  size  and  shape  of  the  red  corpuscles,  with  sometimes 
liberation  of  their  haemoglobin.  These  changes  are  such  as  may 
be  induced  by  the  influence  of  high  temperature  alone  affecting  the 
part  actually  burnt.  They  may  also,  however,  be  due  to  the  action 
of  substances  thrown  at  once  into  tbe  blood  from  the  injured  skin. 
Whether  formed  or  not  at  this  early  period,  such  products  are 
certainly  formed  in  great  abundance  during  the  first  few  days  after 
a  burn.  The  condition  then,  and  subsequently  during  the  pro- 
cess of  sloughing  of  the  affected  portion  of  skin,  is  one  analogous 
to  septicaemia  due  to  the  absorption  of  septic  j^oisons. 

The  foregoing  observations  conclusively  establish,  so  far  as  I  am 
aware,  for  the  first  time  that,  whether  formed  early  or  late,  such 
poisons,  unless  of  such  a  nature  as  to  be  destroyed  within  the  body, 
vsdll  be  excreted  in  part  through  the  bile ;  and,  further,  that  if  of 
an  irritant  character  they  may  excite  inflammatory  congestion  of 
the  duodenum.  The  congestion  of  the  duodenum  so  constantly 
found  after  the  artificial  production  of  septicaemia  in  animals 
(Burden  Sanderson^),  and  hitherto  unexplained,  finds,  I  think,  its 
explanation  in  the  above  observations  ;  and  the  similarity  of  the 
condition  prevailing  after  burns  with  the  sej^ticaemic  condition 
justifies  the  conclusion  that  the  duodenitis  of  burns  is  to  be  simi- 
larly explained — namely,  as  due  to  the  excretion  of  irritant  pro- 
ducts through  the  bile.  January  7th,  1890. 


14.  Sable  intestinal  and  some  other  intestinal  concretions. 
By  Sheridan  Del^pine,  M.B.,  B.Sc. 

CASE  1. — The  first  specimen  shown  came  from  a  lady  70  years 
of  age,  who  had  not  been  out  of  her  house  for  years,  was 
hysterical,  and  suffered  from  obstinate  constipation.  Her  motions 
had  at  last  become  very  much  like  rabbit  droppings. 

Dr.  Dickinson,  who  kindly  communicated  to  me  the  above  de- 
Trans.  Path.  Soc.,'  xxiii,  303,  1872. 
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tails,  after  finding  out  tliat  the  faeces  contained  a  large  amount  of 
a  body  giving  the  reactions  of  cellulose,  handed  the  specimen  over 
to  me.     The  stuff  had  then  the  following  charactei's. 

Irregular  granules  or  small  masses,  some  measuring  as  much  as 
1  or  2  mm.  in  diameter,  the  rest  being  much  smaller,  most  of  them 
rounded,  a  few  nodulated.  All  brown  in  colour,  and  not  unlike  cork- 
dust.  On  addition  of  any  strong  acid  a  slight  effervescence  is  pro- 
duced. Potash  renders  the  granules  more  transparent ;  iodine 
gives  them  a  deep  brown  colour.  On  microscopical  examination 
the  smaller  masses  are  found  to  be  composed  of  large  angular 
cells,  radiating  more  or  less  clearly  from  a  centre.  These  cells 
have  extremely  thick  walls,  and  are  traversed  by  canaliculi  single  or 
branched.  Irregular  granules  or  crystalhne  particles  are  found  on 
their  surface  and  between  them  in  some  places.  On  addition  of  a 
strong  acid  most  of  these  particles  dissolve  with  effervescence,  others 
dissolve  without  effervescence,  and  some  do  not  dissolve  at  all.  A 
few  octahedral  crystals  are  found  here  and  there.  On  addition  of 
iodine  the  thick  walls  of  the  cells  take  a  deep  bi'own  colour,  and 
on  further  addition  of  sulphuiic  acid  a  purplish  tinge  is  obtained. 

From  these  characters  it  is  evident  that  the  masses  under  observa- 
tion are  chiefly  composed  of  (1)  vegetable  cells,  such  as  are  found 
in  sclerenchymatous  tissue.  (2)  A  small  amount  of  carbonate  of 
lime.     (3)  Phosphates  and  oxalates.     (4)  A  few  silicious  particles. 

Gritty  matter  having  all  the  anatomical  characters  of  the  masses 
just  described  is  commonly  found  in  baking  pears,  and  I  therefore 
STirmised  that  the  patient  had  been  eating  some  fruit,  probably 
baking  pears  containing  a  large  amount  of  gritty  particles.  On  this 
being  suggested  to  Dr.  Barker,  the  usual  attendant  of  the  lady,  he 
answered,  "  It  is  quite  true  that  the  patient  for  the  last  few 
weeks  has  been  taking  one  or  two  baked  pears  almost  every  day — 
that  hard,  dry,  juiceless  sort  of  pear." 

I  need  not  refer  to  the  interest  of  the  case  from  a  diagnostic 
point  of  view,  but  I  think  we  have  here  a  very  typical  instance 
of  what  Laboulbene  has  in  1873  described  carefully  in  a  com- 
munication to  the  Academie  de  Medicine  under  the  name  of 
"  Sable  Intestinal."  The  case  also  shows  how  readily  indigestible 
parts  of  food,  however  small,  may  accumulate  in  a  sluggish  intes- 
tine, and  by  becoming  incrusted  with  calcareous  matter  may 
easily  become  more  serious  "enteroliths."  The  patient  had  taken 
pears  only  for  a  few  weeks. 
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Case  2. — The  same  tendency  to  accumulation  of  undigested 
vegetable  matters  in  intestinal  obstruction  is  also  well  shown  by 
another  specimen,  which  I  owe  also  to  our  President. 

This  specimen  is  in  many  respects  so  similar  to  the  last  that 
it  is  useless  to  go  into  minute  details  regarding  it.  It  will  suffice 
to  say  that  after  proper  treatment  the  small  masses,  which  were 
larger  than  in  the  last  case,  were  found  to  be  chiefly  composed  of 
agglutinated  seeds,  which  are  very  evident  in  the  part  of  the 
specimen  exhibited.  These  seeds  had  all  the  external  appearances 
of  fig  seeds,  and  after  dissection  of  a  few  of  them  the  finding  of 
their  hooJced  embryo  confirmed  the  first  impression.  The  special 
interest  of  this  case  is  that  the  patient  was  not  in  the  habit  of 
taking  figs  every  day,  and  that  about  three  weeks  had  elapsed 
between  the  last  time  he  had  taken  figs  and  that  when  he  passed 
the  suspicious  bodies. 

This  is  of  course  another  instance  of  the  effect  which  delayed 
action  of  the  intestine  has  upon  the  formation  of  concretions. 

The  presence  of  seeds  even  in  large  amount  in  the  faeces  is  of 
course  a  thing  of  very  common  occurrence.  It  is  only  when  those 
seeds  are  retained  for  some  time  in  the  bowel,  and  have  time  to 
become  covered  with  calcareous  matter,  that  their  presence  is  of 
interest  pathologically. 

Case  3. — These  undigested  particles  may,  however,  become  of 
great  diagnostic  interest,  even  when  not  forming  concretions  large 
or  small,  under  special  circumstances  ;  and  to  illustrate  this  point  I 
may  be  permitted  to  show  a  specimen  which  was  brought  to  me 
not  long  ago  by  Dr.  Hughes  R.  Davies.  A  patient  under  his  care 
was  suffering  from  bladder  trouble,  giving  rise  to  the  suspicion  of 
the  presence  of  a  growth.  He  called  in  Mr.  Hurry  Fenwick,  who 
by  means  of  the  endoscope  ascertained  the  presence  of  a  tumour 
in  the  region  of  the  trigone  of  the  bladder. 

Dr.  Davies,  desiring  to  ascertain  the  nature  of  the  growth,  collected 
all  the  suspicious  masses  that  the  patient  passed ^er  urethram,  and  he 
brought  me  some  of  them  in  which,  however,  he  could  not  see  any 
tumour-cells.  After  proper  treatment  I  found  embedded  in  the 
midst  of  mucus  and  other  products  numerous  scaly  particles,  look- 
ing very  much  like  coarse  bran. 

On  examining  these  branny  scales  under  the  microscope  their 
structure  was  at  once  evident.  Some  were  composed  of  one  or  two 
layers  of  cells,  others  of  three  or  even  four  layers,  which  had  all  the 
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characters  of  the  envelopes  of  grains  of  barley  and  of  wheat.  I 
therefore  concluded  that  the  patient  had  been  taking  some  food 
chiefly  composed  of  coarse  unprepared  meal,  partly  made  up  of 
barley,  and  I  asked  Dr,  Davies  to  ascertain  carefully  whether  the 
patient  had  actually  passed  these  masses  per  tirethram ;  that  if 
such  was  the  case  there  was  certainly  recto-vesical  fistula. 

Dr.  Davies  answered,  "  My  patient  has  again  been  passing  other 
and  similar  masses  jjer  urethram,  whilst  part  of  his  daily  diet  con- 
sists of  whole-meal  bread." 

It  will  be  noticed  that  in  this  case  the  examination  of  the  urine 
gave  in  some  respects  more  complete  information  than  even  an  en- 
doscopic examination  of  the  bladder,  and  that  the  diagnosis  was 
based  on  the  presence  of  some  of  the  undigested  debris  which  forms 
the  basis  of  intestinal  sand.^ 

The  chief  difficulty  I  met  in  this  case  was  due  to  the  presence  of 
barley  husks  ;  for  barley  bran  does  not  form,  like  that  of  oats  or 
wheat,  an  essential  part  of  any  article  of  food  in  daily  use.  It  is, 
however,  evident  that  as  the  patient's  diet  included  whole-meal 
bread,  this  bread  must  have  contained  a  certain  amount  of  barley 
meal  (a  thing  which,  although  not  quite  regular,  is  not  uncommon). 

Case  4. — Another  form  of  concretion  in  great  part  composed  of 
undigested  products  will,  on  account  of  its  uncommon  nature,  be  in- 
teresting to  relate  here. 

The  case  was  alluded  to  by  Mr.  Knowsley  Thornton  at  the 
beginning  of  the  session.  A  patient  had  been  treated  for  some 
time  with  large  doses  of  olive  oil  for  gall-stone,  with  the  result 
that  after  a  time  numerous  suspicious  rounded  bodies  were  ex- 
pelled from  the  body.  The  gentleman  who  attended  the  case  was 
under  the  impression  that  this  was  a  remarkable  instance  of  suc- 
cessful treatment,  but  Mr.  Thornton  was  not  convinced  of  this,  and 
asked  Dr.  Lauder  Brunton  to  examine  some  of  these  so-called  stones. 

Dr.  Lauder  Brunton,  after  satisfying  himself  that  the  masses  were 
not  what  they  were  reputed  to  be,  kindly  handed  the  specimens 
over  to  me  for  microscojiical  examination.  These  concretions  were 
about  forty  in  number,  round,  oval,  or  irregularly  rounded  in  shape, 
some  almost  spherical.     The  longest  measured  16  mm,  (*-  inch)  in 

^  I  understand  that  a  post-mortem  has  been  obtained  since,  and  that  the  parts 
have  been  sent  to  Mr.  Fenwicii.  The  fistuhi  was  not,  however,  specially  looked 
for,  80  that  I  am  unable  to  give  furtlier  details  on  its  nature. 
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its  largest  diameter  ;  the  other  concretions  wei'e,  generally  speaking, 
smaller.  They  had  pale  yellowish-green  colour,  and  a  rancid 
butyric  smell. 

Woodcut  5. 


A. — External  appeararice  of  concretions  (normal  size). 
B. — One  of  the  concretions  bisected. 


The  surface  of  the  large  ones  was  pretty  smooth,  although  it 
had  a  granular  soft  appearance  ;  the  smaller  concretions  were  more 
uneven  and  granular,  and  looked  very  much  like  frozen  oil. 

The  small  ones  were  actually  very  soft.  The  large  ones  were 
firm  enough  to  be  cut  with  a  knife,  and  to  give  an  even  surface  on 
section.  This  surface  was  dotted  all  over  with  rounded  whitish 
sjjots,  quite  distinct  from  the  surrounding  greenish-ground  sub- 
stance. 

These  masses  when  heated  melted  like  ordinary  fat.  They  were 
inflammable,  burning  with  a  smoky  flame,  and  after  further  incinera- 
tion leaving  hardly  any  residue.  They  were  soluble  in  ether  and 
chloroform. 

Left  in  a  watch-glass  at  the  ordinary  temperature  they  became 
partly  and  slowly  transformed  into  fluid  oil.  Treated  by  alkalies 
they  became  quite  soft  and  transparent,  and  almost  entirely  soluble 
in  water.  Treated  by  weak  sulphuric  acid  (sp.  gr.  1475,  1530, 
1635)  they  gave  faintly  the  greenish-yellow  colour  which  is  typical 
of  olive  oil,  and  to  a  certain  extent  of  Gingelly  oil  (Sesamum). 
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When  examined  under  the  microscope  they  were  found  to  be 
composed  of  long  and  short  cui'ved  acicular  crystals  arranged  in 
bundles.  These  crystals  wei'e  most  abundant  in  the  small  whitish 
nodules  visible  to  the  naked  eye,  and  in  the  centre  of  each  of 
these  small  nodules  there  was  almost  invariably  small  particles  of 
undigested  food,  such  as  muscular  fibres,  woody  fibres,  spiral  vessels, 
starch  granules,  vegetable  hairs,  large  parenchymatous  vegetable 
cells,  <fec. 

From  these  facts  the  following  conclusions  were  drawn  : 

1.  The  concretions  containing  in  their  very  centre  imdigested 
food  cannot  have  been  fonned  in  the  gall-bladder,  but  must  have 
been  produced  in  the  intestine, 

2.  They  are  not  composed  of  cholesterine,  nor  of  any  of  the 
products  which  may  accumulate  within  the  gall-bladder. 

3.  They  have  the  characters  of  crystallised,  partly  decomposed 
fats.  They  correspond  to  the  crystals  of  fat  which,  as  Nothnagel 
has  shown,  are  frequently  found  in  faeces.^ 

It  is  doubtful  whether  they  are  due  to  the  formation  of  earthy 
soaps  of  the  fatty  acids,  as  suggested  by  Oesterlein  ('  Mittheilungen 
aus  der  Medic.  Klinik  in  Wiirzburg,'  Wiesbaden,  1885).  But  it  is 
evident  that  these  crystals  are  not  either  crystals  of  tyrosin,  and 
thatGerhardt's  views  regarding  similar  crystals  are  not  supported 
by  the  present  case. 

Knowing  the  history  of  the  case,  and  in  presence  of  the  confirma- 
tory appearances  and  reactions  of  the  concretions,  there  can  be  no 
doubt  that  these  concretions  are  the  result  of  a  partial  decomposi- 
tion of  the  oil  administei'ed  to  the  patient.  One  might  be  tempted 
to  adopt  the  earthy  soap  theory  in  order  to  account  for  the  hard- 
ness and  insolubility  of  the  concretions,  but  this  theory  would 
make  it  difficult  to  account  for  the  tendency  which  the  concretions 
had  to  resume  the  fluid  foi-m  under  ordinary  circumstances,  and 
for  most  of  their  physical  and  chemical  properties.  It  is  more 
probable  that,  under  the  action  of  steapsin,  the  oil,  notwithstanding 
its  large  amount,  is  partly  decomposed,  and  that  the  palmitin  and 
stearic  acids,  which  are  solid  at  the  temperature  of  the  body, 
when  thus  separated  take  the  crystalline  form,  whilst  part  of  the 
oil  remains  entangled  between  the  crystals.  Owing  to  the  fluidity 
of  oleic  acid  at  the  temperature  of  the  body,  the  fate  of  olein  is 

^  Nothnagel,  'Beitrage  zur  Physiologic  und  Pathologic  des  Darmcs,'  Berlin, 
1884. 
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more  difficult  to  make  out,  but  it  is  probable  that  oleic  acid 
would  be  less  easily  precipitated  than  the  others. 

It  is  interesting  to  see  in  this  case  that  the  presence  of  an  excess 
of  fat  in  the  intestine  produces  practically  the  same  effects  as  a 
decrease  in  the  amount  of  pancreatic  juice  would.  This  shows, 
what  is  sufficiently  evident  otherwise,  that  within  the  time  the  food 
passes  through  the  intestine,  only  a  certain  quantity  of  it  can  be 
fermented  (peptonised)  for  the  purposes  of  absorption  and  assimi- 
lation. What  remains  is  either  partly  transformed  or  not  affected 
at  all.  The  importance  of  time  in  the  phenomena  of  digestions 
seems  to  have  been  overlooked  by  some  recent  observers. 

Conclusions. — I  have  used  the  term  "  sable  intestinal "  to  head 
my  paper  with  the  view  to  attract  criticism  from  members  of  the 
Society.  Whilst  looking  for  a  name  to  give  to  my  specimens  I 
felt  that  the  word  concretion  might  be  used,  but  three  out  of  the 
four  were  not  exactly  concretions  in  the  ordinary  sense  of  the  word, 
whilst  the  fourth  was  a  concretion,  but  did  not  differ  much  from 
the  others  in  reality.  All  these  masses  are  practically  nothing  else 
than  residues  of  articles  of  food  which  have  not  been  digested,  either 
because  they  were  indigestible,  or  because  the  stomach  and  intestine 
failed  to  digest  them.  Yet  they  cannot  be  said  to  be  simply  undi- 
gested matters  such  as  those  found  regularly  in  the  faeces,  since  by 
their  accumulation  they  gave  rise  to  suspicious  appearances  and 
svmptoms.  The  only  author  who  seemed  to  me  to  have  met  the 
difficulty  is  Laboulbene  ;  and  although  the  name  given  by  him  is 
very  misleading,  I  thought  I  had  no  right  to  use  another  term 
without  asking  the  Society  whether  a  better  term  could  be  found. 

February  4th,  1890. 

Note. — Pathological  Food  Besidua  might  be  a  better  name  for 
the  whole  grouj)  of  products  alluded  to  in  this  communication, 


15.  Psilosis  or  sprue  [tropical  diarrhaa).     {Card  specimen.) 

By  Frank  J.  Wethered. 

[An  account  of  this  condition  will  appear  in  the  next  volume.] 

May  20th,  1890. 
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16.  Retro-pei'itoneal  hernia  of  the  vermiform  appendix. 
By  C.  B.  LocKwooD. 

LiCHTENSTERN  ^  has  Said,  in  his  admirable  article  in  Ziemssen's 
'  Cyclopaedia,'  that  hernia  rarely  takes  place  in  the  neigh- 
bourhood of  the  caecum.  This  remark,  however,  does  not  apply 
with  much  force  to  hernia  of  the  vermiform  appendix  into  the 
various  ileo-caecal  and  subcaecal  pouches.  That  kind  of  retro- 
peritoneal hernia  is  by  no  means  rare,  and  has,  without  doubt, 
been  often  overlooked.  My  attention  was  drawn  to  two  of  the 
cases  I  am  about  to  narrate  by  students  who  were  unable  to  find 
the  appendix  during  the  course  of  their  dissection,  and  it  seems 
not  unlikely  that  in  some  of  those  cases  in  which  the  appendix  was 
thought  to  have  been  absent  it  was  merely  hidden  away  in  one  of 
the  retro-peritoneal  fossae. 

A  correct  appreciation  of  this  anomaly  is  further  called  for  on 
account  of  the  advances  which  have  of  late  been  made  in  the 
surgery  of  the  vermiform  appendix,  and  because,  as  Lichtenstern 
says,  retro-peritoneal  hernias  of  the  vermiform  appendix  are  liable 
to  strangulation;  indeed,  that  was  so  in  two  of  the  only  three 
cases  of  retro-csecal  hernia  with  the  records  of  which  he  was 
acquainted. 2 

Numerous  pouches  have  been  described  as  existing  in  the 
neighbourhood  of  the  caecum.  For  instance,  Lichtenstern  mentions 
the  following : — The  recessus  ileocaecalis,  between  the  mesentery  of 
the  vermiform  appendix  and  the  plica  ileocaecalis ;  the  recessus 
ileocaecalis  superior,  between  the  plica  ileocaecalis  and  a  fold  which 
overlies  the  junction  of  the  ileum  and  caecum  ;  the  fossa  ileocaecalis 
infima,  beneath  the  mesentery  of  the  vermiform  appendix ;  the 
fossa  retrocaecalis,  or  subcaecalis,  running  upwards  beneath  the 
caecum  and  ascending  colon ;  and,  lastly,  the  fossa  infracaecalis, 
which  is  in  reality  a  fossa  iliaco-subfacialis,  with  its  mouth 
looking  upwards  towards  the  caecum.     Mr.  Treves  ^  has  given  an 

'  "  Constrictions,  Occlusions,  and  Displacements  of  the  Intestines,"  '  Cjclo- 
psedia  of  Medicine,'  vol.  vii,  p.  550. 

*  Loo.  cit.,  p.  551. 

^  'Tl»e  Anatomy  of  the  Intestinal  Canal  and  Peritoneum  in  Man,'  1885, 
p.  4G,  et  seq. 
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admirable  account  of  these  fossae  and  of  their  formation.  This 
authority  questions  the  existence  of  the  fossa  ileocsecalis  and  fussa 
retro-appendicularis  ;  and,  under  the  circumstances,  I  propose  my- 
self to  speak  of  the  subcaecal  and  ileo-caecal  fossae,  both  of  which 
have  a  very  tangible  existence.  The  subcaecal  fossa  is  seen  when 
the  caecum  is  raised  ;  it  is  a  pouch  of  varying  depth,  the  mouth  of 
which  looks  towards  Poupart's  ligament,  and  the  apex  of  which 
runs  upwards  behind  the  right  colon.  It  is  formed  duriug  the 
descent  of  the  caecum  and  colon  into  the  iliac  fossa.  The  ileo-caecal 
fossa  lies  at  the  angle  between  the  caecum  and  vermiform  appendix 
and  its  mesentery  and  the  ileum ;  its  mouth  looks  downwards 
and  inwards,  and  is  seen  when  the  ileum  and  its  mesentery  are 
lifted  upwai'ds :  it  is  often  subdivided  by  adventitious  folds  of 
peritoneum.  Any  or  all  of  these  fossae  may  be  wanting,  or,  as 
their  mouths  are  capable  of  occlusion  whilst  the  rest  persists,  they 
may  seem  to  be  wanting. 

The  cases  of  retro-peritoneal  hernia  of  the  vermiform  appendix 
which  I  have  met  with  are  as  follows : — In  an  aged  male  subject 
the  vermiform  apj^endix  seemed  to  be  absent,  but  when  the  caecum 
was  lifted  up  a  circular  aperture  came  into  view.  This  aperture 
led  into  a  peritoneal  pouch  which  ran  upwards  for  at  least  two  and 
a  half  inches  behind  the  ascending  colon.  The  vermiform  appendix 
lay  coiled  up  within  this  fossa,  and  attached  to  its  hinder  wall  by 
a  short  mesentery.  In  other  respects  the  abdomen  was  perfectly 
normal.^  The  second  case  was  that  of  an  aged  female,  in  whom 
the  vermifoinn  appendix  was  thought  to  be  absent.  There  were 
better  grounds  for  this  assumption  in  this  case  than  in  the  former, 
inasmuch  as  not  only  was  no  appendix  discoverable,  but  no  trace  of 
any  opening  or  fossa  could  be  discerned.  Other  cases,  however, 
had  led  me  to  suspect  that  the  mouths  of  any  of  the  retro-peritoneal 
fossae  might  become  occluded.  For  instance,  blind  peritoneal  sacs 
have  been  met  with  at  the  position  of  the  fossa  duodeno-jejunalis 
and  of  the  fossa  intersigmoidea ;  and,  therefore,  the  positions  in 
which  the  subcaecal  and  ileo-csecal  fossae  are  met  with  were  care- 
fully dissected.  After  some  dissection  a  vermiform  appendix,  two 
inches  long,  was  discovered  lying  in  a  small  blind  pouch  which  ran 
behind  and  parallel  to  the  ileum.  Tliere  seemed  no  doubt  but 
that  this  pouch  was  an  ileo-caecal  fossa.  In  other  respects  this 
abdomen  was  quite  normal,  without  any  trace  of  peritonitis  or 

1  This  specimen  has  been  placed  in  the  museum  of  St.  Bartholomew's  Hospital. 
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adhesions.      It  was  also  noted  that  the  fossa  duodeno-jejunalis 
and  the  fossa  intersignioidea  were  well  marked. 

Elsewhere  ^  I  have  given  the  details  of  two  other  cases  of  retro- 
peritoneal hernia  of  the  veraiiform  appendix.  They  throw  some 
light  upon  the  pathology  of  the  affection,  and  may  therefore  be 
briefly  mentioned.  The  first  of  these  occurred  in  an  aged  male 
whose  body  was  rich  in  herniae,  for  he  had  a  large  oblique  inguinal 
enterocele  on  the  right  side,  a  small  acquired  inguinal  sac  and  a 
small  femoral  sac  on  the  left  side,  a  retro-peritoneal  hernia  of  the 
vermiform  appendix,  and,  in  addition,  a  curious  third  sac  by  the 
side  of  his  right  inguinal  hernia.  At  present  only  the  retro- 
peritoneal hernia  is  in  question.  In  this  case,  as  in  the  last,  the 
whole  of  a  rather  long  appendix  was  hidden  in  a  fossa  behind  the 
C8ecum.2  In  the  second  case,  also  described  in  my  lectures,^  there 
was  only  a  partial  retro-peritoneal  hernia  of  the  vermiform  appen- 
dix into  one  of  the  ileo-csecal  fossae.  The  chief  interest  of  this 
specimen  lay  in  the  fact  that  it  threw  light  upon  the  mode  of 
formation  of  these  anomalies,  because  when  the  caecum  was  pulled 
downwards  nearly  the  whole  of  the  appendix  disappeared  into  the 
fossa. 

Thus  we  see  that  retro-peritoneal  hernia  of  the  vermiform 
appendix  may  occur  into  either  the  subcaecal  or  ileo-caecal  fossae ; 
further,  that  it  may  be  either  partial  or  complete  ;  and,  lastly,  that 
the  mouth  of  the  fossa  may  become  completely  closed. 

The  causation  of  this  hernia  may  be  either  developmental  or 
pathological.  In  the  first  alternative,  whilst  the  subcaecal  fossa  is 
being  formed  during  the  descent  of  the  caecum  the  appendix  may 
become  immured  within  it.  This  is  strongly  suggested  by  the  case 
of  partial  hernia  which  has  just  been  narrated.  In  the  second, 
the  appendix  may  be  imprisoned  in  the  fossa  during  the  displace- 
ment of  the  caecum  and  iliac  peritoneum  which  is  caused  by  the 
formation  of  a  large  hernial  sac,  such  as  that  which  has  been 
described.  Finally,  it  is  possible  to  conceive  that  the  appendix 
itself  might  by  its  own  movements  find  its  way  into  a  retro- 
peritoneal fossa  which  had  been  previously  formed  in  the  ordinary 
way.  February  4)th,  1890. 

1  '  Hunterian  Lecture8  on  the  Morbid  Anatomy,  Pathology,  and  Treatment  of 
Hernia,'  1889,  p.  81,  et  seq. 

'  This  specimen  is  in  the  museum  of  St.  Bartholomew's  Hospital. 
'  Loc,  cit.,  p.  84. 
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17.  Intussusception  of  the  jejunum  in  an  adult  due  to  a  polypus. 
By  W.  Hale  White,  M.D. 

A  MAN  aged  30.  At  midday  on  November  8th,  as  the  patient 
was  lifting  a  heavy  weight,  he  jerked  himself  severely,  but  he 
had  no  pain  afterwards. 

On  November  9th  his  bowels  were  comfortably  open  in  the 
morning,  and  he  was  all  right  till  the  evening,  when,  as  he  was 
eating  some  beef-steak,  he  was  suddenly  seized  with  pain  in  the 
stomach,  and  vomited  up  all  that  he  had  taken.  The  pain  was  so 
great  that  he  had  to  sit  in  a  chair  all  night. 

On  November  10th  he  had  some  medicine  which  diminished  the 
pain.  Since  then  he  has  been  in  slight  pain  and  has  had  some  bilious 
vomiting  without  any  faecal  odour,  and  has  been  constipated  till 
admission  on  November  12th. 

On  admission. — The  patient  looked  ill,  and  the  cheeks  were 
sunken.  The  pulse  was  120,  remarkably  small  and  thready.  The 
tongue  was  slightly  furred.  He  occasionally  vomited  a  little 
bilious  matter  which  had  no  fsecal  odour.  The  boAvels  were  con- 
stipated. There  was  no  marked  abdominal  tenderness,  nor  could 
any  tumour  be  felt  nor  any  coils  of  intestine  be  seen.  The  abdomen 
was  not  much  distended ;  it  was  a  little  fuller  in  the  left  iliac 
region  than  the  right.  There  was  no  abnormal  dulness.  The 
abdominal  respiratory  movements  were  normal.  The  urine  was 
veiy  scanty,  and  contained  a  trace  of  albumen.  The  rectum  con- 
tained faeces,  but  an  enema  failed  to  bring  any  away.  It  was 
thought  that  if  the  pulse  and  general  expression  of  the  patient 
correctly  represented  his  condition  he  was  too  ill  for  an  operation. 
However,  after  he  had  been  in  twenty-four  hours  he  got  worse,  and 
as  a  last  chance  the  attempt  was  made  to  give  chloroform  with  a 
view  of  operating,  but  after  the  first  whiff  the  pulse  could  not  be 
felt,  so  that  all  thought  of  operation  was  given  up,  and  by  the 
help  of  brandy  the  patient  lived  six  hours  more. 

Autopsy. — The  abdomen  was  not  retracted,  and  the  coils  in  the 
left  lower  part  of  the  abdomen  were  distended.  They  contained 
bloody  fluid.  There  was  recent  lymph  matting  them  together, 
and  a  large  lump  of  lymph  in  Douglas's  pouch.  There  was  an 
intussusception  of  the  jejunum  which    commenced  two  feet  six 
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inclies  from  the  pylorus.  The  intussusception  was  ten  inches 
long.  All  the  coats  were  engorged  with  blood,  and  there  were 
some  bubbles  from  decomposition.  For  an  inch  above  the  intus- 
suscejjted  portion  the  wall  of  the  gut  was  much  thickened  and 
oedematous,  as  though  this  part  had  been  once  constricted  and  then 
had  become  released.  On  slitting  up  the  intussuscepted  bowel  it 
was  found  that  there  was  a  somewhat  hard  pea-shaped  polvpus, 
which  was  attached  to  the  inside  of  the  gut  at  the  most  forward 
part  of  the  intussuscepted  bowel.  It  was  three  quarters  of  an 
inch  long  and  rather  less  than  half  an  inch  broad,  and  was 
attached  to  the  intestine  by  its  narrow  end.  The  intussuscepted 
bowel  was  so  deeply  placed  and  so  damaged  from  constriction  that, 
in  the  first  place,  it  is  extremely  unlikely  that  it  could  have  been 
reached  during  life  ;  and  secondly,  even  if  it  had  been,  it  is  not  pro- 
bable that  at  any  time  during  which  the  patient  was  under  obser- 
vation it  could  have  been  operated  upon  with  safety. 

I  have  brought  this  case  forward  because  it  is  very  rare  to  get 
intussusception  in  an  adult,  it  is  very  rare  for  it  to  occur  in  the 
upper  part  of  the  jejunum,  and  rare  for  it  to  be  due  to  a  polypus. 

January  7th,  1890. 


18.  Case  of  chronic  lateral  invagination  of  the  colon  following  on 
a  malignant  growth. 

By  NoBMAN  Dalton,  M.D. 

THE  points  of  interest  in  this  case  are,  first,  the  lesions  in  the 
colon  ;  and  secondly,  the  length  of  the  period  during  which  they 
must  have  existed  without  causing  death. 

As  far  as  1  remember  I  first  saw  the  man  in  January,  1888.  He 
was  40  years  old,  and  he  complained  of  a  pain  in  the  right  iliac 
region,  which  he  said  had  come  on  suddenly  twelve  months  ago. 
It  had  been  intermittent  at  first  and  not  very  bad,  but  it  was  now 
always  present  and  rather  severe.  He  suffered  from  chronic 
constipation,  and  thought  that  he  had  lost  flesh  lately.  He  had 
never  worked  in  lead. 

In  February  he  complained  of  having  vomited  for  two  days. 
This  had  never  happened  before,  and  as  he  now  had  tenderness  over 
the  csecum  I  sent  him  into  the  hospital  under  Dr.  Duffin.     While 
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US 


in  the  wards  the  pain  was  always  in  the  right  iliac  fossa  except  on 
two  occasions,  namely,  on  March  2nd,  when  it  was  referred  to  the 
transverse  colon,  and  on  March  7th,  when  it  was  chiefly  in  the 
hepatic  flexure.  Most  of  the  time  there  was  tenderness  and  a 
sense  of  resistance  over  the  caecum,  but  nothing  abnormal  was  ever 
felt  in  any  other  part  of  the  abdomen,  and  the  motions  were  always 
normal,  with  a  tendency  towards  constipation.  He  left  the  hospital 
on  March  22nd  much  relieved. 

WOOBCITT   6. 


A  Smaller  invagination.  B.  Larger  invagination,  c.  Apparent  line 
of  adhesion.  D.  Nodule  of  cancer.  E.  Ulcer.  The  bowel  was  per- 
vious in  front  of  the  invaginations,  and  also  behind  them,  as  sliown  by 
the  dotted  line. 


I  have  no  doubt  that  he  was  suffering  at  that  time  from  simple 
perityphlitis,  the  result  of  constipation.  Whether  he  had  already 
a  growth  in  the  descending  colon  which  caused  the  constipation  I 
cannot  say,  but  he  certainly  had  no  symptoms  which  pointed  to  that 
part  of  the  bowel. 

In  May  of  the  same  year  he  began  to  have  melsena,  and  from 
September  until  January,  1889,  he  was  in  Guy's  Hospital  under  Dr. 
Goodhart.  He  was  better  when  he  left  Guy's,  but  got  worse  again 
and  returned  to  us  at  King's  on  August  6th.  I  was  then  in  charge 
of  Dr.  Beale's  beds,  so  I  had  him  under  my  own  care. 

I  am  much  obliged  to  Dr.  Goodall,  of  Guy's  Hospital,  for  his 
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kindness  in  furnishing  me  with  the  notes  which  were  taken  of  this 
case  in  Guy's.  The  symptoms  present  then  were  almost  identical 
with  those  observed  by  us  in  August,  but  there  is  one  point  of  im- 
portance which  must  be  mentioned.  This  is  that  the  patient  told 
us  that  the  tumour  made  its  appearance  suddenly  in  October,  1888. 
He  appears  to  be  wrong  as  regards  the  date ;  for  Dr.  G-oodhart,  I 
am  informed,  found  the  tumour  present  in  his  first  examination 
after  the  patient's  admission  in  September.  But,  from  the  condi- 
tion found  after  death,  it  is  possible  that  the  tumour  which  we  felt 
did  occur  more  or  less  suddenly  as  an  invagination,  the  growth 
which  caused  it  being  by  itself  too  small  to  be  appreciated. 

To  return,  we  found  in  August  that  all  his  i>ain  was  now  in  the 
left  hypochoudrium,  where  a  definite  tumour  could  be  felt.  He 
said  he  had  lost  20  lbs.  during  the  last  year,  but  he  was  not  thin 
and  did  not  appear  very  ill.  The  tumour  felt  like  a  thickened  bit 
of  bowel,  extending  from  the  margin  of  the  ribs  in  the  nipple  line 
to  the  middle  of  the  left  lumbar  region.  It  was  fairly  moveable 
and  smooth. 

While  he  was  in  the  hospital  he  never  had  any  symptoms  of 
intestinal  obstruction.  There  was  no  vomiting  (as  occui-red  at 
Guy's)  and  no  distention;  but  from  time  to  time  he  passed  no 
motions,  and  then  the  tumour  became  larger,  and  painful  and  tender. 
Then  the  bowels  would  be  opened  (with  or  without  enemata),  and 
the  tumour  would  become  smaller  again  and  less  tender.  At  its 
biggest  it  appeared  about  4  inches  long.  Often  the  motions  were 
fluid,  and  contained  a  good  deal  of  blood  ;  but  at  other  times, 
and  even  a  day  or  two  before  he  died,  he  passed  normal  stools. 
The  rectum  was  normal,  and  so  were  all  the  other  organs. 

In  September  Mr.  Watson  Cheyne  saw  the  case  in  consultation 
with  me,  and  we  agreed  that  the  tumour  was  cancer  of  the  bowel. 
He  recommended  colotomy  at  once,  with  the  object  of  subsequently 
removing  the  affected  portion  of  the  gut  if  possible.  As  the 
growth  had  certainly  existed  a  year  I  thought  that  the  glands 
■would  in  all  probability  be  affected,  so  I  did  not  press  the  opera- 
tion on  the  patient.  An  inspection  of  the  specimen  will  show  that 
little  short  of  colectomy,  as  recommended  by  Mr.  Cheyne,  would 
have  been  of  any  use. 

On  the  28th  of  November  he  had  an  attack  of  acute  tonsillitis^ 
and  on  the  2nd  of  October  definite  symptoms  of  local  peritonitis 
appeared  around  the  tumour.     There  was  great  pain  and  tender- 
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ness,  and  it  was  clear  that  the  gut  had  raptured.  The  tumour  at 
first  appeared  larger,  and  then  became  lost  in  a  large  hard  mass 
which  occupied  the  greater  portion  of  the  left  side  of  the  abdomen. 
As  the  peritonitis  remained  localised  and  the  pain  Avas  very  severe 
Mr.  Cheyne  made  an  incision  over  the  mass  on  the  8th  of  October, 
in  the  tope  of  finding  and  evacuating  pus.  At  th.e  operation  it 
was  found  impossible  to  reach  any  abscess  cavity  on  account  of  the 
matting  together  of  the  intestines  in  front  of  the  mass ;  so  the 
wound  was  closed  and  right  lumbar  colotomy  performed  as  a 
measure  of  relief,  but  death  occurred  two  days  later. 

At  the  post-mortem  the  peritonitis  was  limited  to  the  left  side  of 
the  abdomen.  After  peeling  off  the  recently  adherent  small  intes- 
tines we  found  that  the  tumour  whicli  we  had  felt  during  life  was 
inside  the  descending  colon  at  about  the  splenic  flexure.  The 
localisation  of  the  peritonitis  was  due  to  the  fact  that  the  rupture 
had  taken  place  at  some  point  behind  the  bowel,  in  which  situation 
there  was  dense  cellulitic  thickening  witli  small  collections  of  pus. 
I  have  dissected  the  specimen  as  little  as  possible,  as  I  wished  to 
preserve  its  original  appearance.  Consequently  my  description 
and  explanation  of  it  may  have  to  be  modified,  and  the  rough 
diagram  which  I  have  shown  must  be  taken  as  merely  embodying 
my  present  views. 

On  opening  the  descending  colon  we  came  upon  a  tumour,  like  a 
polypus,  lying  in  it.  It  was  somewhat  crescent-shaped,  and  mea- 
sured 6  inches  on  the  convex  side  and  4  inches  on  the  concave, 
and  it  was  about  6  inches  in  circumference  at  its  widest  part.  It 
was  attached  to  the  bowel  in  two  places  at  about  the  same  level, 
one  being  on  the  right  and  the  other  on  the  left  of  the  posterior 
wall.  Both  of  these  pedicle-like  attachments  appear  to  be  invagina- 
tions of  the  whole  thickness  of  the  wall  of  the  boAvel,  for  incisions 
into  them  reveal  what  looks  like  peritoneum  and  subperitoneal 
fat.  Between  the  two  pedicles  is  a  channel  which  appears  to  be 
the  ordinary  lumen  of  the  bowel.  It  is  directed  a  little  upwards 
after  leaving  the  transverse  colon,  and  then  takes  a  sharp  curve  to 
the  left  and  downwards.  Judging  from  the  symptoms  this  channel 
occasionally  became  obstructed  by  swelling  of  the  tumour,  but 
after  a  short  period  of  faecal  obstruction  the  congestion  of  the 
tumour  became  so  extreme  that  haemorrhage  from  it  resulted.  This 
diminished  the  size  of  the  tumour,  and  the  faeces  then  passed 
through  the  channel. 
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The  free  end  of  the  polypoid  mass  looked  at  the  post-mortem 
like  a  hsemoirhagic  slough,  but  it  has  siuce  been  found  to  be  a 
small  growth  of  columnar  epithelioma  undergoing  colloid  degene- 
ration. I  have  cut  it  as  little  as  possible,  so  I  do  not  know  how 
deeply  it  extends. 

I  can  only  explain  all  these  appearances  by  supposing  that  this 
cancer  was  the  primary  lesion,  and  that  it  projected  considerably 
from  the  wall  of  the  bowel,  probably  from  the  left  side  ;  that  it 
eventually  touched  the  opposite  side  and  produced  an  ulcer  there, 
and  that  an  adhesion  then  formed  between  the  growth  and  the 
ulcer.  In  this  way  a  bridge  across  the  bowel  would  be  formed, 
leaving  a  channel  in  front  and  behind,  the  posterior  channel  being 
the  only  one  of  service.  Once  this  bridge  was  formed  it  would 
tend  to  be  pushed  downwards,  and  dragging  the  wall  of  the  bowel 
with  it,  it  would  produce  the  double  invagination  which  we  see. 
There  are  three  points  which  I  think  are  in  favour  of  this  expla- 
nation. 

The  first  point  is  that  it  seems  from  the  notes  that  the  patient 
suffered  more  from  obstruction  while  he  was  at  Guy's  than  he  did 
later.  If  we  suppose  that  the  adhesion  had  formed  then,  and 
that  the  invagination  was  in  process  of  formation,  it  is  natural  that 
he  should  have  more  obstruction.  Later  on,  the  elongation  of  the 
pedicles  would  enlarge  the  posterior  channel,  and  the  passage  of 
faeces  would  be  easier. 

The  second  point  is  that  down  the  front  of  the  jjolypoid  mass 
there  runs  a  groove  which  looks  like  an  adhesion.  The  third  point 
consists  in  the  presence  of  an  ulcer  in  the  posterior  wall  of  the 
colon  below  the  invagination.  At  the  post-mortem  this  ulcer  was 
in  contact  with  the  ulcerated  surface  at  the  end  of  the  invagina- 
tion, and  was  probably  produced  by  the  irritation  of  the  latter.  If 
this  be  so,  it  would  be  only  a  reproduction  of  what  I  imagine  took 
place  higher  up.  The  two  ulcers  here  were  not  adherent,  but  there 
is  a  curious  bridge  of  mucous  membrane  at  the  end  of  the  invagi- 
nation (that  beneath  which  the  drainage-tube  is  inserted),  which 
looks  as  if  it  had  been  detached  from  the  ulcer  in  the  intestinal 
wall,  so  possibly  adhesion  may  have  existed  even  here  at  one  time.' 

As  regards  the  final  ])erforation,  there  is  the  opening  of  a  sinus 

'  1  do  not  think  tliat  tlie  growth  couhl  he  secondary  to  tlie  invaginations,  and 
the  inicroHeopiciil  aiiijcaninees  of  tlie  growtli  point  to  its  l)eing  ii  true  cancer,  and 
not  a  mere  adenomatous  prolifenitiou  such  as  we  see  in  the  cervix  uteri. 
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at  the  jjosterior  surface  of  the  right  pedicle  of  the  polypoid  mass. 
The  edges  are  veiy  smooth,  but  the  siuus  leads  into  the  largest  of 
the  pus-cavities  which  we  found  outside  the  bowel,  so  we  may 
conclude  that  the  point  of  perforation  was  somewhere  iti  this 
sinus. 

As  you  see,  the  specimen  is  very  complicated.  We  were  so  far 
right  in  our  diagnosis  that  there  was  cancer  of  the  bowel,  but,  on 
the  whole,  I  regard  the  case  rather  as  a  pathological  curiosity  than 
as  possessing  any  practical  importance.  February  Idith,  1890. 


19.  A  case  of  Meckel's  diverticulum  producing  acute  strangulation 
and  volvulus  of  small  intestine.     [Card  specimen.) 

By  Hectok  W.  G.  Mackenzie,  M.D. 

A  DIVERTICULUM  of  Calibre  nearly  equal  to  that  of  the  intestine 
itself,  about  six  inches  in  length,  arose  from  the  free  border 
of  the  ileum,  three  and  a  half  feet  from  the  ileo-csecal  valve.  At 
its  origin  it  was  funnel-shaped.  Its  blind  extremity  was  firmly 
attached  to  the  free  border  of  the  ileum  two  inches  from  the  valve. 

The  specimen  is  from  a  man,  aged  37,  who  died  in  the  Eoyal 
Free  Hospital,  January  28th,  1890. 

He  was  a  strong,  well-developed,  well-nourished  man.  He 
applied  on  January  13th  for  treatment  for  tapeworms,  and  was 
ordered  oil  of  male  fern.  He  did  not  take  the  medicine  until 
January  25th,  when  he  took  a  dose  of  about  one  and  a  half  drachms. 
This  caused  a  copious  evacuation,  and  he  passed  a  mass  of  tapeworm. 
The  same  day  he  was  seized  with  very  severe  pain  in  the  lower 
part  of  the  abdomen  accompanied  by  vomiting.  He  took  several 
purgative  draughts  to  relieve  himself.  The  vomiting  and  pain 
continuing  he  was  brought  to  the  hospital  on  January  27th.  He 
then  was  in  excruciating  pain,  and  walked  about  bent  double.  He 
was  treated  with  opium,  and  no  vomiting  occurred  till  next  morn- 
ing, when  the  vomited  matter  was  stercoraceous.  He  died  about 
three  hours  after  the  vomiting,  or  within  three  days  of  the  onset 
of  symptoms. 

At  the  autopsy  on  opening  the  abdomen,  which  was  distended,  a 
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considerable  amount  of  dark  blood-stained  fluid  escaped.  The 
lower  part  of  the  abdomen  was  occupied  by  intensely  congested 
and  distended  intestine.  The  surface  of  this  portion  of  intestine 
had  a  thin  layer  of  fibrin  on  it,  and  was  of  a  very  deep  slate  colour. 
The  mesentery  supplying  it  was  also  intensely  congested. 

Woodcut  7. 


—  VermifonnApijendtx. 


■-  Ccupub  Cfccum  Coli. 


The  parts  described.  That  strangulated  lias  been  purposely  displaced 
from  the  position  it  occupied  to  show  the  length  and  connections  of  the 
diverticulum. 


At  first  sight  it  appeared  that  the  condition  was  the  result  of  a 
volvulus,  for  what  appeared  to  be  a  piece  of  the  gut  itself  was 
twisted  round  the  strangulated  intestine.  On  attempting  to  un- 
twist it,  it  was  found  that  the  matter  was  more  complicated,  and 
that  the  strangulation  was  due  to  the  diverticulum  already  de- 
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scribed.  About  two  feet  of  the  gut  above  tbe  origin  of  the  diver- 
ticulum had  passed  underneath  the  latter.  This  loop  of  intestine 
as  well  as  the  portion  betvyeen  the  origin  and  attachment  of  the 
diverticulum  had  become  twisted,  with  the  result  of  producing 
acute  strangulation  of  between  five  and  six  feet  of  the  intestine. 

The  strangulated  gut  contained  much  dark  blood,  shovfing  the 
intensity  of  the  process. 

No  trace  of  tapeworm  was  found  in  any  portion  of  the  intestine. 

The  special  points  of  interest  about  the  case  are,  first,  the  large 
size  of  the  diverticulum;  second,  the  exciting  cause,  the  increased 
peristaltic  action  due  to  male  fern  and  purgatives ;  and  third,  the 
extreme  difficulty  that  would  have  been  experienced,  had  any 
attempt  been  made  to  relieve  the  patient  by  operation,  in  realising 
the  true  state  of  affairs.  February  18th,  1890. 


20.    Volvulus  of  small  intestine. 
By  H.  D.  EoLLESTON. 


A  VOLVULUS  of  the  ileum  occurred  five  and  a  quarter  inches  from 
the  caecum.  The  gut  above  (il.),  was  distended  and  of  a 
dark,  dullish  purple  colour,  while  below  the  twist  the  gut  (il*.) 
was  empty,  collapsed,  and  pale. 

The  following  abnormal  anatomical  arrangement  of  the  ileo- 
caecal  portion  of  the  intestinal  tract  seemed  to  have  been  partly 
instrumental  in  bringing  about  this  accident. 

The  caecum  had  not  descended  into  the  right  iliac  fossa,  but  lay 
over  the  right  kidney,  to  which  it  was  fixed  by  peritoneum,  in 
the  same  way  as  is  the  ascending  colon  normally.  The  caecum  was 
of  the  "  foetal  type,"  the  true  apex  giving  off  the  vermiform 
appendix,  and  the  pouches  on  each  side  of  the  anterior  longi- 
tudinal band  of  muscle  being  equal  in  size.  The  vermiform 
appendix  (v.  a.)  was  normal.  The  important  abnormality  was  in 
the  lower  five  inches  of  the  ileum,  which  had  no  mesentery,  and 
was  tightly  bound  down  to  the  posterior  wall  of  the  abdomen  by 
peritoneum  which  passed  in  front  of  it ;  there  was  no  trace  of  any 
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inflammation  around  this  part  (il*.)  of  tlie  ileum  ;  this  part  of  the 
ileum  lay  in  the  right  iliac  fossa,  and  ran  from  the  right  sacro- 
iliac synchondrosis  through  the  iliac  fossa  to  reach  the  caecum. 

Five  inches  from  the  caecum  the  ileum  passes  from  being  bound 
down  behind  the  peritoneum  into  the  normal  condition  of  the  ileum. 

Woodcut  8. 


C.  Foetal  caecam.  V.  A.  Vermiform  appendix.  IL*.  Ileum  devoid  of 
mesentery  lying  in  iliac  fossa.  iL.  Ileum  with  mesentery,  v.  Vol- 
vulus. 


Where  the  fixed  abnormal  ileum  joins  the  free  mesentery-possess- 
ing ileum  the  volvulus  (v.)  occurred. 

This  condition  of   abnormally  situated  and   developed  caecum 
with  the  lower  five  inches  or  so  of  the  ileum  being  devoid  of  any 
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mesentery  must  be  very  rare.  Mr.  W.  H.  Bennett  and  I  described 
a  similar  specimen  taken  from  a  man  aged  63  years,  who  died 
from  .a  dissecting  aortic  aneurysm,  before  a  meeting  of  the 
Anatomical  Society,  May  30th,  1890. 

This  specimen  of  volvulus  was  taken  from  the  body  of  a  man, 
aged  58,  who  died  from  intestinal  obstruction  in  St.  G-eorge's 
Hospital.  May  20th,  1890. 


21.  Multiple  tubercular  strictures  of  the  colon. 
By  H.  D.  KoLLESTON,  M.B. 

IN  the  large  intestine  there  are  three  constrictions  of  the  lumen  of 
the  bowel,  situated  (1)  just  above  the  caecum,  (2)  at  the 
hepatic  flexure,  and  (3)  in  the  sigmoid  flexure.  The  strictures 
admit  the  little  finger  fairly  easily. 

In  the  recent  condition  the  surface  of  the  bowel  in  the  region  of 
the  strictures  was  of  a  darkish  purjjle  colour  with  small  white 
masses  embedded  in  the  firm  cicatricial  tissue  which  had  replaced  the 
epithelium.  The  strictures  were  fairly  sharply  limited,  measuring 
about  half  an  inch  in  the  long  axis  of  the  bowel,  and  extended 
round  the  circumference  of  the  bowel.  There  was  a  little  local 
peritonitis  but  no  tubercles  visible  on  the  outer  surface  of  the 
bowel.  There  were  a  few  enlarged  lymphatic  glands  attached  to 
the  wall  of  the  colon.  On  the  mucous  surface  of  the  colon 
between  the  constrictioas  there  were  small  punched-out  ulcers 
which  had  not  undergone  cicatrisation. 

There  was  no  dilatation  of  the  bowel  behind  the  constrictions. 

Microscopic  examination  of  the  bowel  showed  the  presence  of 
numerous  giant-cells. 

The  patient,  T.  B — ,  aged  37  years,  a  soldier.  Denied  syphilis; 
no  family  history  of  phthisis.  Had  suffered  for  two  and  a  half 
years  from  pain  in  the  back.  On  March,  1889,  notice  was  first 
taken  of  a  left  psoas  abscess.  This  was  opened  in  May,  1889. 
The  patient  improved  and  went  to  the  Convalescent  Home  at 
Wimbledon  in  July,  the  abscess  still  discharging.  He  was  ad- 
mitted again,  January  15th,  1890,  in  a  very  cachectic  condition, 
developed  an  empyema,  and  died  from  exhaustion  on  March  31st, 
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1890.  The  patient  had  no  syniptotus  pointing  to  any  obstruction 
of  the  bowels  ;  the  fact  that  he  had  diarrhoea  was  easily  explained 
on  the  hypothesis  that  he  had  lardaceous  disease.  I  am  indebted 
to  Mr.  C.  E.  Cotes,  Surgical  Registrar  of  St.  George's  Hospital, 
for  these  points  in  the  patient's  history. 

The  post-mortem  examination  showed  caries  of  the  bodies  of 
fourth  and  fifth  lumbar  and  first  sacral  vertebrae,  a  discharging 
psoas  abscess  on  the  left  side,  and  a  psoas  abscess  and  an  iliac 
abscess  on  the  right  side,  both  full  of  offensive  pus.  There  was  an 
empyema  on  the  left  side  which  had  no  connection  with  the 
carious  vertebrae.  The  left  lung  was  compressed  ;  in  its  lower  lobe 
was  a  caseous  mass  abutting  on  the  pleural  surface  in  the  region 
of  the  empyema. 

Thei'e  was  some  obsolete  tubercle  at  the  apex  of  the  right  lung. 

In  the  small  intestine  there  was,  thirty-five  inches  from  the 
caecum,  a  Meckel's  diverticulum  about  one  inch  in  length  ;  to  the 
teiTnination  of  the  cul-de-sac  a  fibrous  cord  was  attached  which 
became  adherent  to  the  small  intestine  in  the  neighbourhood,  thus 
forming  an  arch  under  which  a  loop  of  intestine  might  easily  have 
passed. 

There  was  no  ulceration  in  the  small  intestine. 

There  was  lardaceous  disease  of  spleen,  liver,  kidneys,  and  intes- 
tines. 

Remarks. — Tubercular  ulceration  leading  to  stricture  is  rarely 
noted,  though  it  is  possible  that  slighter  degrees  of  stricture  due 
to  this  cause  are  often  overlooked,  and  therefore  commoner  than 
would  appear  to  be  the  case  from  an  examination  of  the  museums 
of  the  metropolitan  hospitals.  In  vol.  xxxix  of  the  Pathological 
Society's  'Transactions'  Mr.  Treves  (p.  116)  states  as  his  opinion 
that  a  little  narrowing  of  the  lumen  of  the  intestinal  tube  from 
tubercular  disease  is  not  uncommon. 

Recorded  examples  of  tubercular  stricture,  however,  are  rare. 
Mr.  Treves  mentions  a  specimen  of  multiple  stricture  of  the  ileum 
in  the  Loudon  Hospital  Museum,  but  expresses  himself  as  doubtful 
about  its  causation.  There  is  a  very  similar  specimen  in  St. 
George's  Hospital  Museum,^  described  as  being  due  to  tubercular 
processes.  In  his  jjaper  in  vol.  xxxix  of  the  'Transactions'  Mr. 
Treves  records  an  example  of  well-marked  tubercular  stricture  at 
the  commencement  of  the  ascending  colon.     In  the  same  volume 
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Dr.  Haudford  describes  a  specimen  showing  multiple  tubercular 
strictures  of  the  intestine,  and  Mr.  L.  Hudson  mentions  narrowing 
of  the  small  intestine  from  the  same  cause. ^ 

In  Dr.  Handford's  case  the  strictures  were  (1)  at  the  junction  of 
jejunum  and  ileum,  (2)  in  the  ileum  one  foot  from  the  caecum,  and 
(3)  in  the  second  part  of  the  rectum. 

In  this  case  the  three  strictures,  none  of  them  extreme,  were  in 
the  colon,  at  the  beginning  of  the  ascending  colon,  at  the  hepatic 
flexure,  and  in  the  sigmoid  flexure,  while  the  small  intestine  was 
not  affected.  In  life  there  was  diarrhoea,  but  no  symptom  pointing 
to  stenosis  of  the  bowel.  That  there  was  no  obstruction  is  made 
probable  by  the  condition  of  the  colon,  which,  though  somewhat 
collapsed  distally,  was  not  dilated  above  the  strictures.  It  is 
possible  that  the  lardaceous  disease  of  the  intestines,  by  keeping 
the  faeces  liquid,  prevented  any  accumulation.      May  20th,  1890. 


22.  Disseminated  polypi  of  the  large  intestine  becoming  malig- 
nant ;  strictures  [malignant  adenoma)  of  the  rectum  and  of 
the  splenic  flexure  of  the  colon ;  secondary  growths  in  the 
liver. 

By  H.  Handfoed,  M.D. 

[With  Plate  VIII,  figs.  1  and  2.] 

EF — ,  a  cachectic-looking  woman,  aged  84,  was  transferred 
•  from  the  surgical  side  of  the  G-eneral  Hospital,  Nottingham, 
to  my  care  in  September,  1889,  on  account  of  some  lung  affection 
which  was  diagnosed  during  life,  and  proved  post  mortem  to  be 
bronchiectasis  of  the  left  lung.  A  week  previously  my  surgical 
colleague,  Mr.  A.  R.  Anderson,  had  removed  the  accompanying 
polypus  (measuring  in  the  spirit  preparation  3' 75  cm.  by  3  cm., 
rounded  in  shape,  and  weighing  180  grains),  which  was  attached 
by  a  long  narrow  pedicle  just  above  a  stricture  of  the  rectum, 
extending  from  about  two  inches  above  the  sphincter  upwards  for 
about  two  inches.  The  stricture  would  admit  the  index  finger 
'  See,  also,  a  case  of  multiple  strictures  by  Dr.  Sharkey,  vol.  xxxv,  tlie  tuber- 
cular nature  of  which,  however,  he  does  not  think  indisputable. 
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readily,  but  it  was  only  by  a  great  effort  tbat  tbe  finger  could  be 
passed  beyond  it. 

The  cough,  purulent  sputum,  and  therefore  probably  the  bron- 
chiectasis, had  been  in  existence  for  ten  years.  The  duration  of 
intestinal  symptoms  is  unrecorded. 

There  was  no  family  history  of  malignant  disease  or  of  intestinal 
polypi.i  She  was  married,  had  had  four  children,  all  of  whom  died 
young ;  no  miscarriages  and  no  history  of  syphilis. 

At  this  time  the  liver  could  not  be  felt  to  be  enlarged,  the  liver 
dulness  was  not  increased,  and  no  lumps  could  be  felt,  but  she  occa- 
sionally had  pain  in  that  region. 

On  surgical  grounds  it  had  been  decided  that  the  case  was  not 
suitable  for  excision  of  the  rectum,  and  the  passage  of  faeces  was 
so  free  that  colotomy  was  not  at  that  time  necessary.  She  went 
home,  and  was  readmitted  in  February,  1890,  five  months  later, 
with  the  stricture  very  tight,  great  abdominal  distension,  especially 
of  the  caecum  and  ascending  colon,  and  a  greatly  enlarged  nodular 
liver,  reaching  from  the  fourth  space  in  the  nipple  line  to  the  level 
of  the  umbilicus.     She  died  ten  days  after  readmission. 

At  the  inspection,  fourteen  hours  post  mortem,  a  tight  stricture 
of  the  rectum  was  found,  commencing  four  cm.  from  the 
sphincter  and  extending  upwards  for  six  cm.  The  mucous 
membrane  was  ulcei*ated,  and  had  in  great  part  disappeared. 
The  thickness  of  the  walls  of  the  stricture  was  nearly  one  inch.  The 
uterus  and  ovaries  were  normal,  and  were  not  involved  in  the 
rectal  growth.  The  caecum  Avith  the  ascending  and  transverse 
colon  were  greatly  distended  with  flatus  ;  the  descending  colon  was 
rather  small.  The  latter,  together  with  the  somewhat  distended 
sigmoid  flexvire,  contained  putty-like  faeces.  The  appendix  vermi- 
formis  was  6i  inches  long  and  free  from  adhesions.  Its  calibre 
was  patent  and  contained  no  concretions.  From  the  middle  of 
the  transverse  colon  to  the  stricture  of  the  rectum  the  intestine 
was  studded  with  polypi,  about  170  in  number  in  all — most 
numerous  in  the  sigmoid  flexure  and  in  the  rectum.  Most  were 
sessile,  from  1  mm,  to  1  cm.  long,  and  from  1  mm.  to  5  mm. 
broad.  Others  were  pedunculated,  from  5  mm.  to  4  cm.  long,  and 
with  a  globular,  raspberry-shaped  mass  at  the  end,  from  1  cm. 
to  3  cm.  in  diameter.     (These  measurements  were  taken  in  the 

'  Cripps  mentions  an  instance  where  three  members  of  one  family  were  affected 
with  "  disseminated  polypi  "  ('  Illustrated  Medical  News,'  Jan.  25th,  1890). 
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spirit  preparation.)  At  tlie  middle  of  the  transverse  colon  there 
was  a  sessile  polypus  about  the  size  of  a  small  walnut.  The 
base  of  it  was  infiltrating  the  intestinal  wall,  and  had  given  rise  to 
a  puckered  stricture  which  would  admit  one  finger.  The  small 
intestine  was  normal.  The  mesenteric  and  lumbar  glands  were 
not  much  enlarged.  The  kidneys,  right  4f  oz.,  left  5i,  contained 
no  new  growths  and  were  fairly  healthy.  The  spleen  weighed  9i 
oz.,  but  was  free  from  secondary  growths.  The  liver  weighed  7 
lbs.  12  oz.,  and  contained  several  enormous  masses  of  secondary 
growth  and  innumerable  smaller  ones.  The  gall-bladder  was  un- 
affected, small,  and  contained  inspissated  bile.  There  were  no 
secondary  growths  in  the  lungs,  but  the  bronchi  of  the  lower  lobe 
of  the  left  lung  were  cylindrically  dilated.  The  stomach  and 
pancreas  were  healthy. 

On  microscopic  examination  of  the  rectal  stricture  the  growth 
was  found  to  involve  chiefly  the  muscular  coat.  The  peritoneal 
coat  was  unaffected.  The  mucous  membrane,  together  with  a 
portion  of  the  submucous  coat,  had  disappeared  by  ulceration. 
The  groAvth  was  made  up  of  irregular,  much-branched,  and  in- 
dented spaces  lined  with  a  single  layer  (never  more)  of  cylindrical 
epithelium,  united  together  by  a  slight  richly  cellular  stroma. 
The  sections  were  so  extremely  friable  that  they  could  only  be  held 
together  by  celloidin,  in  which  accordingly  all  the  specimens  were 
embedded.  The  growth  was  what  is  often  called  a  "  cylindrical 
epithelioma ;  "  but,  from  the  very  evident  way  in  which  the 
gradual  changes  in  structure  could  be  traced  in  this  case,  from  the 
simple  adenoid  polypus  to  the  malignant  growth  with  secondary 
deposits,  I  think  it  is  better  termed  a  "  malignant  adenoma." 
The  secondary  deposits  in  the  liver  were  of  the  same  nature  as  the 
rectal  growth,  but  the  spaces  were  much  less  regular,  the  cylin- 
drical epithelium  cells  were  scattered  about  in  many  parts  in  a 
very  irregular  way,  and  in  some  places  there  was  a  tendency  to- 
wards an  alveolar  arrangement,  just  as  in  carcinoma,  but  this  was 
nowhere  well  marked. 

The  simple  sessile  polypi  showed  the  usual  arrangement  of  a 
central  connective-tissue  core  containing  the  blood-vessels,  and  a 
somewhat  thickened  layer  of  mucous  membrane  covering  it.  The 
latter  contained  the  ordinary  tubular  glands,  but  some  of  them  had 
begun  to  widen  out,  enlarge,  and  become  irregular. 

In   the   polypus   associated  with   the  stricture  at   the  splenic 
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flexure  the  transitional  stages  to  a  malignant  growth  could  be 
well  observed.  The  tubular  glands  had  spread  out  into  large, 
irregular  cysts,  or  cavities  lined  with  cylindrical  epithelium,  always 
in  a  single  layer.  In  some  places  the  epithelium  lining  these  cysts 
had  become  folded  and  invaginated  by  the  ingrowth  of  the  richly 
cellular  stroma.  In  other  parts  there  was  a  completely  irregular 
growth  in  which  cylindrical  cells  and  round  cells  were  mixed  up  in 
inextricable  confusion,  and  were  surrounded  by  an  incomplete 
stroma.  The  structure  of  the  malignant  stricture  of  the  rectum 
was  perfectly  indistinguishable  from  that  of  this  polypus,  except 
by  the  presence  in  the  stroma  of  the  muscular  fibres  of  the  intes- 
tinal wall. 

If  there  had  been  no  secondary  stricture,  and  had  the  structure 
of  the  rectal  stricture  not  shown  the  remarkably  close  resemblance 
to  that  of  the  polypi,  and  finally,  had  not  a  polypus  been  found  in 
the  process  of  forming  the  splenic  stricture,  it  might  have  been 
supposed  that  the  rectal  stricture  was  simply  due  to  the  long-con- 
tinued mechanical  irritation  of  the  large  polypus  removed  during 
life,  just  as  the  irritation  of  a  tooth  or  a  pipe-stem  may  determine 
the  locality  of  an  epithelioma  of  the  tongue  or  the  lip.  But  under 
the  circumstances  described  the  connection  between  the  polypi 
and  the  stricture  was,  in  all  probability,  much  closer. 

Mr.  Cripps^  has  called  attention  to  the  great  rarity  of  dissemi- 
nated intestinal  polypi.  He  quotes  three  cases,  all  members  of  one 
family,  observed  during  life,  and  three  specimens  iu  the  London 
museums.  But  the  minute  structure  of  the  polypi  there  described 
and  illustrated  differs  materially  from  that  of  the  present  speci- 
men. In  Mr.  Cripps's  specimens  "  the  fibrous  tissue  of  the  stalk, 
on  entering  the  head  of  the  polypus,  expands,  forming  a  central 
nodule  of  fibrous  tissue.  Radiating  from  this  central  nodule  are 
fibrous  branches  of  greater  or  less  extent.  Prom  these  main 
branches  fibrous  twigs  are  given  off,  which,  expanding  into  a 
delicate  retiform  tissue,  furnish  the  supporting  framework  of  the 
epithelial  covering.  The  epithelial  covering  consists  of  a  single 
layer  of  columnar  cells  arranged  in  a  bipenniform  manner  on 
the  retiform  tissue."  From  this  it  is  seen  that  the  columnar 
cells  form  an  outer  covering  for  the  fibrous  processes.  In  the 
8])ecimen  I  am  showing  it  is  quite  evident  that  the  columnar  epi- 
thelium   forms   a   lining  for  tubular  crypts  or  larger  and   more 

'  'Illustrated  Medical  News,'  Jamuiry  IStli,  1890. 
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Figs.  1  and  2,  illustrating  Dr.  Handford's  paper  on  Dis- 
seminated Polypi  of  tlie  Large  Intestine  becoming  Malignant. 
(Page  133.) 

From  drawings  by  Dr.  Handford. 

Fig-.  1. — Vertical  section  of  a  simple  sessile  polypus  (simple  adenoma)  of  the 
transverse  colon.  There  is  a  central  core  of  connective  tissue  containing  blood- 
vessels, &c.,  covered  by  a  thickened  mucous  membrane,  consisting  of  multiple 
tubular  crypts  (Lieberkiihn's  foUicles).  Just  beneath  the  mucous  membrane  are 
four  solitary  glands. 

Fig.  2. — Portion  of  a  section  of  a  much  larger  sessile  polypus  of  the  splenic 
flexure  of  the  colon  in  the  same  case.  The  growth  is  becoming  malignant 
(malignant  adenoma),  has  infiltrated  the  wall  of  j;he  bowel,  and  caused  a 
stricture.  The  cylindrical  epithelial  cells  are  arranged  quite  irregularly  and 
indefinitely  amidst  an  abundant  small-celled  infiltration,  within  an  imperfect 
alveolus  of  fibrous  tissue.  (Portions  of  this  section  were  indistinguishable  from 
sections  of  the  secondary  growths  in  the  liver.) 

Fig.  3,  illustrating  Dr.  Hector  Mackenzie's  paper  on  Tubercular 
Disease  of  the  Liver.     (Page  156.) 

Fig.  3. — Portion  of  the  liver  described  in  Dr.  Hector  Mackenzie's  communi- 
cation, showing  numerous  abscesses  of  various  sizes,  both  in  the  section  and  on 
the  surface. 
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irregular  spaces,  and  is  derived  from  the  epitheliuoi  of  the  normal 
intestinal  follicles.  That  is  to  say,  the  adenoid  polypi  described 
by  Mr.  Cripps  seem  to  have  been  produced  on  the  type  of  the 
intestinal  villi,  the  present  polypi  on  the  type  of  LieherJcuhn^ s 
follicles.  That  this  is  so  is  shown  by  two  essential  points.  In  my 
specimens,  whatever  the  direction  of  the  section  may  be,  the  epi- 
thelium-lined spaces  contain  no  fibrous  tissue  or  blood-vessels,  but 
only  a  little  granular  matter,  which  is  probably  coagulated  mucin. 
Secondly,  the  bases  of  the  columnar  epithelium  cells,  forming 
about  one  third  of  the  whole  cell,  and  containing  protoplasm  which 
stains  deej)ly,  and  in  which  the  nucleus  is  placed,  are  arranged 
invariably  on  the  concave  side  of  the  curve  or  circle. 

One  could  more  readily  comprehend  the  predominance  of  the 
villous  type  in  the  small  intestine  and  the  compound  tubular  type 
in  the  large.  I  am  not  aware,  however,  whether  this  is  the  case, 
for  polypi  of  the  small  intestine  are  rare. 

The  possibility  of  simple  laryngeal  polypi  becoming  malignant 
has  been  long  and  hotly  discussed,  and  the  present  case  seems  to 
make  such  a  view  more  tenable  than  it  has  been  considered  to  be  in 
the  past.  May  20th,  1890. 


23.  Polypi  of  lymphatic  tissue  from  a  child's  rectum.     {Card 

specimen. ) 

By  Samuel  Gr.  Shattock. 

Two   broadly  pedunculated   oval  tumours,    1*5    cm.   in   longest 
diameter,  which  were  removed    (together  with  others)  from 
the  rectum  of  a  young  child. 

Externally  they  are  lowly  lobulated,  and  the  section  which  is 
made  of  one  shows  it  to  be  an  aggregate  of  four  distinct  spheroidal 
masses  arranged  side  by  side,  and  invested  superficially  with 
mucous  membrane. 

Microscopically,  the  growths  (two  of  which  wei-e  examined)  are 
composed  exclusively  of   lymphatic    tissue — a   reticulum   holding 
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small  cells  wlaicli  liave  deeply  stained,  round  nuclei  without  recog- 
nisable distinction  between  nucleoplasm  and  nuclear  matrix. 

Tbe  glands  and  intervening  Ijmpbatic  tissue  of  tbe  mucous 
membrane  are  normal,  tbe  lympbatic  nodules  wbicb  comprise  the 
growths  lying  immediately  beneath. 

The  polypi  were  removed  from  a  boy  aged  4|  years  by  Mr. 
Glutton,  to  whom  I  am  indebted  for  their  exhibition,  which,  I  think, 
their  unusual  histological  character  will  justify.  The  child  had 
been  troubled  with  thread-worms, 

Oq  May  19th,  1889,  whilst  straining  at  stool,  prolapse  of  the 
bowel  occurred  with  the  passage  of  a  large  quantity  of  blood ;  on 
admission  the  next  day  to  the  Victoria  Hospital  for  Children  a 
polypus  was  found  protruding  from  the  rectum.  When  the  rectum 
was  examined  its  mucous  membrane  was  found  to  be  studded 
with  sessile  growths  as  far  as  the  finger  could  reach.  Three  con- 
siderable clusters  were  cut  away  with  scissors  from  within  the 
internal  sphincter,  a  large  number  of  thread-worms  being  evacuated 
whilst  the  patient  was  on  the  table. 

Bemarhs. — Cases  of  polypi  of  the  rectum  so  numerous  as  the 
present  are  in  themselves  very  rare ;  and  the  examples  hitherto  ob- 
served belong  to  the  classes  of  papillomata  or  adenomata.  The 
only  two  cases  reported  in  the  Society's  '  Transactions '  (by  Mr. 
Cripps,  vol.  xxxiii)  are  of  this  natui-e. 

In  both  of  these  the  growths  involved  the  rectum  as  far  as  could 
be  seen  by  the  speculum  or  reached  by  the  finger.  Both  patients 
were  under  puberty,  and  curiously,  as  Mr.  Cripps  observes,  were 
brother  and  sister. 

These  cases  of  Mr.  Cripps' s  are  in  their  pathology  precisely 
similar  to  the  multiple  papillomata  of  the  urinary  bladder. 

There  is  in  the  College  of  Surgeons,  portion  of  a  rectum  (2591) 
which  will  suffer  nothing  by  comparison  with  the  most  diffuse 
example  of  vesical  papilloma. 

No.  2575  in  the  museum  of  the  Royal  College  of  Surgeons,  from 
a  case  of  Mr.  Henry  Smith's,  is  somewhat  similar  to  those  recorded 
by  Mr.  Cripps  ;  some  of  these  tumours  might  be  classed  as  adeno- 
mata, others  as  adeno-papillomata.  Theoretically  the  distinction 
between  adenoma  and  papilloma  is  an  easy  one,  but  it  is  not 
always  readily  to  be  made  in  practice  ;  it  cannot  be  made,  for 
instance,  merely  from  tbe  study  of  horizontal  sections,  for  it 
cannot  be   determined   in   such   whether   the    spaces   lined   with 
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columnar  epithelium  have  resulted  from  downgrowth  of  the  glands, 
or  whether  they  represent  the  intervals  between  complex  upgrowing 
processes  of  connective  tissue  invested  with  similar  epithelium,  and, 
like  the  spaces  of  the  adenoma,  holding  the  mucus  secreted  by  the 
cells. 

The  only  criterion  is  the  condition  of  the  free  surface.  In  a  pure 
adenoma  this  is  smooth,  perforated  with  the  simple  apertures  of 
the  glands ;  in  the  papilloma,  complex,  and  though  it  may  be  seem- 
ingly compact  (as  it  is  in  some  papillomata  of  the  bladder),  never- 
theless, close  sci'utiny  will  show  that  it  is  composed  of  compactly 
applied,  variously  shapen  processes,  sometimes  dendritic,  at  others 
flat  and  leafy  and  comparatively  simple  in  form.  In  the  rectal 
tumours,  both  methods  of  growth  may  be  combined ;  such  com- 
binations might  be  termed  adeno-papillomata. 

The  disease  which  the  specimen  under  consideration  suggests  is 
lymphadenoma,  in  which  disease  enlargement  of  the  solitary  and 
Peyerian  glands  is  sometimes  very  extensive  in  distribution,  affecting 
both  large  and  small  intestine,  and  leading  to  prominent  outgrowths 
of  the  lymphatic  nodules.  Mr.  Glutton  informs  me,  however,  that 
at  the  time  of  operation  nothing  in  the  way  of  enlargement  of 
lymphatic  glands  in  the  common  situations  atti-acted  his  notice ; 
and  as  yet  he  has  been  unable  to  trace  the  patient  for  further  exa- 
mination. May  6th,  1890. 


24.  Multiple  polypi  of  rectum.     {Card  specimen.) 
By  L.  A.  Dunn. 

THESE  polypi,  numbering  about  thirty,  were  removed  at  one  sitting 
from  the  rectum  of  a  boy  aged  10  years,  at  the  East  London 
Children's  Hospital.  The  masses  vary  in  size  from  a  small  pea  to 
a  large  bean. 

Under  the  microscope  they  are  seen  to  consist  of   the   usual 
glandular  structure. 

The  clinical  history  referred  only  to  the  passage  of  blood  by  the 
rectum  and  the  occasional  prolapse  of  one  of  the  masses. 
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The  growths  were  removed  chiefly  by  being  twisted  off  with 
forceps  ;  the  larger  masses  were  ligatured  and  cut  away.  The  patient 
made  a  good  recovery.  May  20th,  1890. 


25.  Multiple  strictures  of  the  intestine  ;  carcinoma  of  the  portal 
fissure  ;  jaundice  from  impacted  gall-stones ;  minute  [micro- 
scopic) disseminated  groivths  in  the  liver  coiibined  with 
interstitial  hepatitis.     [Card  specimen.) 

By  H.  Handford,  M.D. 

THE  following  case  illustrated  in  a  remarkable  way  the  mingling 
of    two   affections,  which,  though  often  associated,  have  no 
necessary  connection  with  one  another. 

The  specimens  were  taken  from  the  body  of  a  woman  aged  55, 
who  was  admitted  into  the  General  Hospital,  Nottingham,  on  April 
2nd,  1890,  suffering  from  jaundice.  There  was  no  family  history 
of  malignant  disease.  She  was  unmarried,  and  had  been  in  fair 
health  till  the  last  year.  Deep  jaundice  came  on  four  months  ago 
and  remained  permanent.  She  had  rapidly  lost  flesh  and  strength, 
but  had  no  pain.  A  stricture  of  the  rectum  was  discovered,  but  as 
it  would  admit  the  index  finger  easily,  and  was  evidently  not  causing 
much  obstruction,  the  distension  of  the  abdomen  was  attributed 
with  considerable  probability  to  a  second  stricture.  The  patient 
herself  was  quite  unaware  of  any  obstruction  or  of  anything  being 
wrong  with  the  bowel.  The  liver  was  considerably  enlarged  and 
irregular  on  the  surface.  In  the  absence  of  any  history  of  pain  or 
biliary  colic,  the  jaundice  was  attributed  to  a  secondary  malignant 
growth  in  the  portal  fissure.  About  ten  days  after  her  admission 
the  patient  suddenly  developed  a  state  of  maniacal  excitement,  with 
delusions.  She  lay  down  in  the  middle  of  the  floor  and  urgently 
requested  to  be  "  taken  down  to  the  dead-house."  This  maniacal 
condition  was  worst  at  night,  but  she  remained  very  talkative  and 
excited  during  the  day.  The  temperature  was  not  febrile.  Though 
always  of  weak  intellect,  she  had  been  able  to  work  regularly 
and  gain  her  own  living,  and  had  never  been  insane.  No  other 
cause  could  be  detected  for  the  mania  than  the  state  of  the  blood. 
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It  was  probably  due  to  cholcemia,  for  the  jaundice  was  intense,  the 
stools  were  claj-coloured,  and  the  urine  like  coffee.  She  died 
three  weeks  after  admission. 

At  the  necropsy  a  stricture  of  the  rectum  was  found  commencing 
about  four  inches  from  the  anus,  about  one  inch  long  and  half  an 
inch  thick.  There  was  a  superficial  well-defined  ulcer  on  the  mucous 
membrane  of  the  anterior  wall  of  the  stricture,  and  another,  possibly 
caused  by  the  nozzle  of  an  enema  syringe,  just  below  the  stricture. 
The  growth  did  not  involve  the  uterus.  Scattered  through  the  mesen- 
tery were  numerous  small  new  growths.  These  were  especially 
numerous  and  irregularly  beaded  in  shape  along  the  attached 
margin  of  the  intestine.  The  coats  of  the  intestine  were  healthy, 
and  these  growths  must  have  spread  against  the  current  of  the 
lymph-stream.  The  liver  was  fixed  to  the  posterior  wall  of 
the  abdomen  by  a  growth  at  the  portal  fissure.  Probably,  partly 
in  consequence  of  this  and  partly  in  consequence  of  the  fixation 
of  the  colon,  too,  many  coils  of  distended  small  intestine  lay  in  front 
of  the  liver,  i,  e.  on  its  anterior  and  upper  surface.  The  liver 
weighed  56  oz. ;  the  capsule  was  a  little  thickened ;  the  lower  edge 
was  irregular,  and  projecting  from  it  was  a  distended  gall-bladder 
which  contained  sixteen  large  facetted  gall-stones  of  an  average 
individual  weight  of  8  grs.,  and  625  small  facetted  ones  of  an 
average  individual  weight  of  4  gr. ;  but  very  few  (twelve)  of  inter- 
mediate size,  averaging  1  gr.  each.  This  looks  as  if  they  were 
produced  at  two  distinct  periods,  with  an  interval  during  which 
none  were  formed.  The  walls  of  the  gall-bladder  were  much  thick- 
ened, and  firmly  impacted  in  the  common  duct  were  two  gall- 
stones, the  most  distant  one  much  larger  than  the  other.  On  section 
the  liver-substance  was  found  to  be  deeply  jaundiced  and  mottled, 
but  no  new  growths  were  visible  to  the  naked  eye. 

On  the  surface  of  the  diaphragm  and  on  the  visceral  pleura  were 
large  numbers  of  small  flattened  growths,  which  on  section  appeared 
to  be  hard  thickenings  of  the  pleura,  to  the  extent  of  about  -^  inch  ; 
but  they  did  not  involve  the  lung-tissue. 

The  hepatic  flexure  of  the  colon  and  the  duodenum  were  both 
firmly  attached  to  the  under  sui'face  of  the  liver  by  means  of  the 
growth  in  the  portal  fissure,  obstruction  being  caused  both  by 
'  kinking'  and  by  direct  pressure.  On  separating  the  portions  of 
intestine  by  cutting,  the  growth  was  found  not  to  have  involved 
the  walls  of  the  bowel  deeper  than  the  peritoneal  coat. 
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On  microscopic  examination  the  rectal  stricture  proved  to  be 
carcinoma — the  so-called  "  atrophic  scirrhus."  The  cells  were  scanty 
in  number,  but  distinctly  of  the  squamous  epithelial  type.  The 
stroma  was  abundant,  and  was  in  places  undergoing  myxomatous 
degeneration. 

The  growth  in  the  portal  fissure  was  of  exactly  the  same 
character,  and  involved  at  one  end  the  walls  of  the  gall-bladder 
though  it  did  not  appear  to  originate  in  the  gall-bladder. 

In  the  liver-substance  there  was  wide-sj)read  interstitial  hepatitis 
(biliary  cirrhosis),  set  up,  in  all  probability, by  the  increased  pressure 
within  the  biliary  channels  from  the  obstruction  of  the  bile-duct 
by  the  impacted  gall-stones.  But  within  the  same  area  were 
abundantly  scattered  groups  or  clusters  of  epithelial  cells  showing  a 
widely  disseminated  carcinomatous  infection.  The  mingling  of  the 
interstitial  hepatitis  with  the  carcinoma  produced  a  curious  effect. 

The  whole  appearance  of  the  liver,  both  microscopic  and  macro- 
scopic, favours  the  view  that  the  growth  in  the  portal  fissure  was 
an  independent  primary  growth,  and  not  a  secondary  deposit  brought 
there  by  means  of  the  hsemorrhoidal  veins  and  the  portal  circu- 
lation. 

The  points  of  special  interest  in  this  case  are — 

1.  The  association  of  carcinoma  with  impacted  gaW-stones.  This 
is  not  very  rare,  though  not  so  common  as  the  association  with 
non-impacted  stones. 

2.  The  presence  of  multiple  strictures  of  the  intestine.  Neither 
excision  of  the  rectum  nor  an  inguinal  colotomy  would  have  given 
much  relief  in  this  case,  because  of  the  obstruction  higher  uj). 

3.  The  association  in  the  liver  of  interstitial  hepatitis  (biliary 
cirrhosis)  with  disseminated  carcinoma.  May  20th,  1890. 


26.  Cases  of  imperforate  rectum. 
By  Stephen  Paget,  F.R.C.S. 

THE  first  case  came  under  my  care  at  the  West  London  Hospital 
last  November.     It  was  a  very  small  female  infant,  three  days 
old,  the  thirteenth  child  in  the  family,  and  it  had  not  been  put  to 
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tlae  "breast.  It  was  very  ill,  coustantly  vomiting  ;  and  its  abdomen 
was  very  greatly  distended.  The  auus  was  well  formed,  with  a 
proper  external  sphincter  muscle  ;  and  there  was  a  cul-de-sac  an 
inch  long,  which  just  admitted  the  tip  of  luy  little  finger.  I  did 
not  feel  any  bulging  or  impulse  at  the  end  of  the  cul-de-sac,  but  I 
did  not  examine  the  baby  thoroughly  till  it  was  quiet  under  chlo- 
roform ;  if  I  had  examined  it  while  crying  I  might  perhaps  have 
felt  an  impulse.  The  baby  was  so  small  and  so  ill  that  a  long 
operation  might  bave  killed  it  at  once;  so  I  did  a  left  inguinal 
colotomy,  fearing  that  an  attempt  to  reach  the  bowel  through  the 
cul-de-sac  might  involve  a  difiicult  dissection.  As  it  turned  out  in 
the  end,  the  fear  was  not  justified,  nor  was  the  colotomy.  As  soon 
as  the  peritoneum  was  opened,  the  colon,  much  distended,  rose  and 
filled  up  the  wound,  and  on  putting  my  finger  into  the  abdomen, 
I  felt  the  blind  end  of  it,  enormously  distended,  as  big  as  a  hen's 
egg,  filling  almost  the  whole  of  the  abdominal  cavity.  A  great 
quantity  of  meconium  was  let  out  of  the  colon,  and  the  distension 
and  the  vomiting  stopped.  Ten  days  later,  I  passed  a  blunt  director 
down  the  bowel  from  the  colotomy-wound,  and  found  only  a  thin 
membrane  interposed  between  the  end  of  the  director  inside  the 
bowel,  and  the  tip  of  my  finger  inside  the  cul-de-sac  ;  indeed,  I  could 
entirely  evert  the  cul-de-sac  with  the  end  of  the  director,  and  push 
it  everted  right  out  at  the  anus,  director  and  all ;  then  I  incised  it 
on  to  the  director,  and  dilated  it  well. 

The  baby  seemed  likely  to  prosper  after  this  ;  but  the  colotomy- 
wound,  though  it  contracted,  did  not  wholly  close  ;  and  the  anal 
opening  was  hard  to  keep  open ;  it  was  not  possible  to  leave  it 
without  a  tube.  The  baby  took  food  well,  but  did  not  thrive,  and 
died  when  it  was  five  weeks  old. 

Post-mortem. — The  other  viscera  were  normal.  The  arrangement 
of  the  colon  was  natural,  and  there  was  no  thickening  or  ulceration 
in  the  neighbourhood  of  the  opening  made  into  the  rectum. 

The  second  case,  also  at  the  West  London  Hospital,  came  under 
my  cai*e  last  month.  It  was  a  male  infant,  three  days  old,  veiy 
small.  It  wa.s  constantly  vomiting,  and  the  abdomen  was  ex- 
tremely tense  and  globular.  There  was  no  trace  of  an  anus ;  a 
faintly  marked  raphe  ran  straight  from  the  scrotum  to  the  sacrum. 
Just  behind  the  scrotum  was  a  little  soft  tubercle  of  skin,  such  as 
one  sometimes  sees  near  the  ear  as  a  remnant  of  the  branchial  stage. 
In  a  case  of  median  harelip,  shown  here  last  year  by  Mr.  Pitts, 
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there  was  just  such  a  tubercle  at  the  angle  of  the  cleft  in  the  lip. 
There  was  a  deep  dimple  over  the  sacrum  ;  the  pelvic  outlet  was 
unnaturally  small,  and  the  coccyx  was  not  to  be  felt.  Keeping  in 
the  middle  line,  and  well  back  toward  the  sacrum,  I  reached  the 
bowel  at  the  depth  of  about  an  inch.  It  was  easy  to  tell  it  from 
its  more  fibrous  look,  and  from  the  transverse  direction  of  its  fibres 
right  across  the  floor  of  the  wound.  Moreover,  in  the  course  of  a 
minute  or  two,  it  descended  nearly  halfway  to  the  surface  of  the 
wound.  I  opened  it  freely  and  dragged  it  down,  and  put  a  stitch 
each  side  of  it  and  a  tube  inside.  There  was  a  free  flow  of  meco- 
nium and  the  vomiting  ceased,  but  only  for  twenty-four  hours ; 
then  it  returned,  the  baby  appeared  to  have  suppression  of  urine, 
and  died  when  it  was  only  six  days  old. 

Post-mortem. — The  descending  colon,  instead  of  going  to  the  left 
iliac  fossa,  and  forming  the  sigmoid  flexure,  ran  straight  downward 
almost  in  the  middle  line.  There  was  acute  inflammation  of  the 
rectum  in  the  neighbourhood  of  the  opening  made  into  it ;  its  wall 
was  greatly  thickened  by  oedema  of  the  submucous  tissue,  with  cell- 
proliferation  ;  the  mucous  membrane  was  destroyed,  and  there  was 
what  looked  almost  like  a  diphtheritic  membrane  in  patches  here  and 
there.  These  changes  are  shown  in  a  microscopic  section.  There 
was  only  one  kidney;  the  place  of  the  right  kidney  was  occupied 
by  a  flat  scrap  of  soft  tissue  weighing  only  a  few  grains,  and  with- 
out a  ureter.  The  left  kidney  is  somewhat  larger  than  natural, 
and  the  divisions  between  its  lobes  are  very  deep.  The  other  abdo- 
minal viscera  were  normal. 

BemarJcs. — The  great  authority  as  to  operation  in  all  such  cases 
as  these  is  Mr.  Curling's  admirable  paper  in  the  forty-third  volume 
of  the  '  Med.-Chir.  Trans.'  He  collected  and  arranged  one  hun- 
dred cases ;  and  these  two  of  mine  will  be  worth  something  if  they 
only  serve  to  recall  his  work. 

As  regards  the  first  case,  it  was  a  mistake  to  do  a  colotomy  when 
the  bowel  was  not  the  twelfth  of  an  inch  off.  And  yet  it  does  not 
appear  from  Mr.  Curling's  tables  that  the  presence  of  a  cul-de-sac 
is  really  any  encouragemeut  to  the  surgeon.  Of  his  100  cases,  31 
had  a  cul-de-sac,  and  69  had  none.  In  the  31  cases  which  had  a 
cul-de-sac,  the  surgeon  reached  the  bowel  in  16  ;  in  4  he  did  a  colo- 
tomy without  trying  to  reach  it,  and  in  11  he  tried  to  reach  it  and 
failed.  In  the  69  cases  which  had  no  cul-de-sac,  the  surgeon 
reached  the  bowel  in  45  ;  in  2  he  did  a  colotomy  without  trying  to 
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reach  it,  and  in  22  he  tried  to  reach  it  and  failed.  The  percentage 
of  failure  is  almost  exactly  the  same  in  the  two  sets  of  cases  ;  there 
is  only  1  per  cent,  difference  between  them. 

Next,  it  may  be  worth  noting  that  where  the  surgeon  has  done 
an  inguinal  colotomy,  either  from  choice  or  from  necessity,  he  may 
yet  be  able,  later  on,  to  pass  a  director  down  the  bowel  which  may 
help  him  in  an  attempt  to  open  up  a  proper  anus.  Curling  only 
gives  one  case  where  after  a  colotomy  any  attempt  was  made  to 
establish  a  proper  anus  ;  and  in  this  case  the  patient  was  killed 
by  the  operation,  which  set  up  peritonitis. 

As  regards  the  second  case,  the  arrest  of  development  of  the 
right  kidney  is  of  interest.  Curling  does  not  mention  any  case 
where  any  other  malformation  accompanied  the  malformation  of 
the  bowel.  But  there  has  lately  been  at  Great  Ormoud  Street  a 
child  on  whom  Mr.  Pitts  operated  with  success  for  imperforate 
anus,  the  bowel  opening  into  the  vagina  ;  and  it  has  the  left  ring 
finger  and  little  finger  fused  together  as  far  as  their  terminal  pha- 
langes, which  are  separate  and  divergent. 

As  regards  the  acute  inflammation  of  the  blind  end  of  the  bowel, 
I  can  find  no  account  of  a  similar  state  of  things  in  any  of  Mr. 
Curling's  cases.  The  stitches  used  to  draw  down  the  bowel  and  fix 
it  might  have  caused  some  oedema,  but  they  could  hardly  have 
caused  such  extensive  ulceration — they  were  not  left  in  long. 
Perhaps  the  ulceration  was  due  to  pressure  from  within. 

March  I8th,  1890. 


27.  Seven  specimens  of  the  Bothriocephalus  latus  found  in  the 
intestine  of  a  single  patient.     {Card  Specimen.') 

By  H.  Montague  Mueeay. 

THE  worms  formed  an  unattached,  entangled  mass  lodged  in  the 
caecum.  When  separated  from  one  another  there  were  found 
seven  colonies,  complete  from  the  head  for  a  distance  varying  in 
the  respective  specimens  from  five  to  eight  feet.  Numerous  smaller 
fragments  were  also  found  involved  in  the  same  mass.  Some  of 
these  were  possibly  detached  from  the  main  portions  during  the 

10 
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process  of  unravelling.  After  careful  examination  of  these  frag- 
ments, it  was  estimated  tbat  no  single  strobilus  could  have  exceeded 
eleven  feet  in  length. 

The  structure  of  the  heads,  segments,  generative  apparatus,  and 
ova  corresponded  in  each  case  with  the  characteristic  appearances 
as  described  by  Leuckart ;  only  in  one  case  was  any  narrowing  of  the 
terminal  segments  observed. 

The  man  from  whose  intestine  they  were  taken  died  at  the  age 
of  twenty-nine  from  tubercxdar  meningitis.  He  was  bom  in  England 
(1860),  where  he  resided  for  eleven  years.  For  the  next  thirteen 
years  (1871 — 1884)  he  lived  at  Helsingfors.  Subsequently,  in 
pursuit  of  his  profession  as  an  actor,  he  travelled  about  Finland, 
Sweden,  and  Russia,  and  visited  India.  In  the  summer  of  1886 
he  came  to  England,  and  from  that  time  to  the  date  of  his  death 
(November,  1889)  did  not  once  leave  this  country.  He  was  not 
known  to  have  suffered  from  tapeworm.  From  what  can  be  ascer- 
tained of  the  history  of  the  case  and  the  habits  of  the  parasite,  it 
seems  probable  that  these  specimens  were  at  least  three  years  old. 

May  20th,  1890. 


28.  Pylephlebitis  suppurativa  ;  suppurating  clot  in  the  main 
trunk  of  portal  vein,  the  large  branches  in  the  liver 
being  distended  with  pus ;  no  secondary  abscesses  ;  purU' 
lent  peritonitis ;  pus  in  bronchi  of  left  lung  {broncho- 
blenorrhcea)  ;  chronic  simple  gastric  ulcer  ;  very  misleading 
symptoms. 

By  Samuel  West,  M.D. 

ALICE  Gr — ,  aged  22,  a  domestic  servant,  was  admitted  into  the 
hospital,  looking  very  pale  and  ill,  and  complaining  of  pain  in 
the  left  side.  She  had  suffered  more  or  less  since  the  age  of  fifteen, 
from  pain  coming  on  after  food,  and  had  vomited  occasionally 
about  two  hours  after  a  meal.  The  vomit  had  sometimes  been 
streaked  with  blood,  but  there  had  never  been  profuse  haematemesis. 
These  symptoms  were  generally  worse  every  spring  and  autumn, 
but  during  the  last  six  months,  while  she  had  been  living  in  London 
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she  had  been  unusually  free  from  pain,  and  though  not  strong  she 
had  felt  much  better  until  the  9th  of  April,  six  days  ago,  when  she 
slipped  on  the  stairs  and  twisted  herself.  She  felt  pain  from  this 
time  in  the  left  side,  though  it  was  not  bad  enough  to  prevent  her 
doing  her  work  until  the  12th,  when  she  was  compelled  to  remain 
in  bed.  She  could  then  hardly  draw  her  breath  on  account  of  the 
pain,  and  lay  upon  her  back  with  the  knees  drawn  up.  The  next 
day,  the  14th,  the  stomach  felt  sore  all  over.  The  bowels  had  been 
confined,  but  acted  on  the  11th  and  13th  after  aperients.  On  the 
13th  she  vomited  twice,  but  there  was  no  blood,  and  in  the  evening 
she  felt  very  hot  and  thirsty  and  sweated  profusely,  but  had  no 
shivering.  On  the  14th  she  had  great  difficulty  in  breathing,  and 
had  to  sit  up  in  bed  nearly  all  night.  The  bowels  had  been  obsti- 
nate since  the  beginning  of  her  illness  and  the  urine  scanty ;  the 
catamenia  came  on  also  on  the  11th,  a  week  before  their  pi'oper 
time. 

The  patient's  previous  history  was  good.  She  had  passed  through 
measles  and  scarlet  fever  as  a  cliild,  and  had  ailed  nothing  save  from 
the  indigestion.  She  had  lived  all  her  life  in  Wales  until  she  took 
her  present  place  in  London.  The  mother  died  of  a  brain  affection  at 
forty-nine,  and  all  her  brothers  and  sisters  of  phthisis.  Patient's  own 
family  consisted  of  ten,  of  whom  two  sisters  died  at  ten  and  seventeen 
respectively  of  consumption,  and  all  the  rest  are  weak  at  the  chest. 

The  patient  was  admitted  into  the  hospital  on  the  15th.  Pa- 
tient looked  very  pale  and  ill,  with  features  drawn  and  eyes  suuken. 
She  seemed  in  pain,  and  the  alae  nasi  were  dilating.  She  was  most 
comfortable  lying  on  the  back  or  right  side.  The  respiration  36, 
and  almost  entirely  thoracic.  Pulse  136,  small,  wiry.  Temp.  101° 
last  night,  100^  now.  Tongue  dry.  Though  there  was  great 
thirst  nothing  was  kept  down  except  ice.  The  abdomen  was  rigid 
and  tender,  and  did  not  move  at  all  with  respiration,  but  slight 
pressure  gave  no  pain.  The  diaphragm  stood  high,  the  liver  dul- 
ness  beginning  at  the  fourth  rib  and  the  cardiac  dulness  at  the 
third  space,  where  impulse  was  felt  just  inside  the  nipple.  The 
heart  sounds  were  normal. 

On  the  17th  the  dyspnoea  was  more  marked,  and  the  pain  in  the 
left  hypochondrium  worse  on  breathing.  Eespiration  44  ;  pulse 
120 ;  temp.  99'4°,  evening  100'6^.  To-day  no  vomiting  and  no 
motion. 

April  19th. — Dyspncea  less.     Breathing  abdominal  as  well  as 
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thoracic.  No  further  vomiting.  Food  could  be  taken  well  by  the 
mouth. 

So  far  the  symptoms  seemed  to  point  though  not  conclusively  to 
the  abdomen  as  the  seat  of  trouble,  and  it  was  thought  that  the 
patient  had  probably  been  the  victim  of  a  chronic  gastric  ulcer, 
which  at  the  time  of  her  accident  had  either  ruptured  into  the  peri- 
toneum and  set  up  a  local  peritonitis,  or  that  an  old  adhesion  had 
given  way.  The  signs  in  the  abdomen  were,  however,  so  indefinite 
that  general  peritonitis  it  was  thought  could  be  excluded,  and  what- 
ever mischief  there  was  must  be  localised. 

After  this  the  signs  seemed  to  change  and  the  symptoms  became 
thoracic,  or  rather  all  evident  abdominal  symptoms  disappeared.  The 
pain  in  the  hypochondrium  vanished,  the  patient  no  longer  kept  the 
knees  up,  and  tolerated  examination  well,  so  that  it  was  now  thought 
that  the  inflammation,  which  from  the  absence  of  diaphragmatic 
movement  was  probably  connected  with  the  diaphragm,  was  above 
it  and  not  below — that  is  to  say,  that  the  case  was  probably  one  of  em- 
pyema and  not  of  peritonitis.  This  conclusion  seemed  to  be  borne 
out  by  the  development  of  a  patch  of  dulness  at  the  left  base  of 
the  lung,  where  the  breath  sounds  were  absent,  while  in  the  axilla 
there  was  well-marked  pleuritic  friction.  Friction  was  also  heard 
a  little  later  on  the  right  side  at  the  base  behind.  The  cardiac 
dulness  increased  and  a  faint  murmur  developed. 

On  the  27th  these  remarks  were  made.  The  symptoms  seem  to 
point  to  some  acute  inflammation  along  the  diaphragm,  starting  on 
left  side  and  spreading  to  the  right,  possibly  involving  the  peri- 
cardium but  not  the  peritoneum.  Question — is  it  double  emjiyema 
with  pericarditis,  or  ulcerative  endocarditis  with  secondary  affec- 
tion of  the  lung  and  pleura  ?  Against  this  is  the  absence  of  rigors, 
of  enlargement  of  the  spleen,  or  evidence  of  infarcts  in  the  kidney. 
Or,  again,  is  it  a  case  of  acute  tuberculosis  ?  In  favour  of  this  is  the 
strong  family  history  of  phthisis.  There  is  no  evidence  of  any  dis- 
tinct pysemic  affection. 

On  the  29th  the  diagnosis  of  empyema  seemed  more  probable, 
for  the  patient  began  to  spit  up  a  little  pus.  The  temperature 
rose  higher  and  reached  105°,  in  the  evening  being  103"6°.  In  the 
morning  and  again  the  next  day  the  patient  had  a  very  severe  rigor, 
the  temperature  rising  to  104°  and  the  breathing  becoming  very  short. 
The  dulness  at  the  right  l)a.se  had  increased,  but  over  it  bronchial 
breathing  was  to  be  heard.     Nothing  new  happened  for  the  next  few 
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days,  the  pulse  continuing  rapid,  130  to  140,  and  the  temperature 
ranging  about  103°  and  104°  until  May  the  7th,  when  another  severe 
rigor  occurred.  On  the  9th  an  exploratory  puncture  was  made  in  the 
dull  region,  and  pus  was  found  quite  sweet  but  very  thick.  On  the 
13th  paracentesis  was  performed,  and  two  drachms  of  pus  removed. 
After  this  she  was  better  for  a  few  days,  though  the  temperatui'e 
continued  high.  Then  the  vomiting  returned,  and  became  so  severe 
that  the  patient  had  to  be  fed  by  means  of  nutrient  enemata. 

On  the  20th,  as  the  dulness  had  increased,  paracentesis  was  again 
performed  on  the  left  side,  but  no  pus  whatever  could  be  obtained. 
The  dull  area  on  the  right  side  was  also  punctured,  but  again 
without  success,  the  needle  appearing  to  be  in  solid  substance,  and 
not  in  a  cavity  at  all.  The  result  of  exploration  being  negative 
nothing  further  was  done,  though  it  had  been  decided  if  pus  were 
found  to  incise  the  side. 

On  June  1st  a  needle  was  again  inserted,  but  again  without 
result.  The  patient  was  all  this  time  getting  steadily  weaker,  the 
temperature,  pulse,  and  respirations  continuing  as  they  were. 

On  the  17th  she  began  to  expectorate  pus  in  considerable  quan- 
tity, which  seemed  to  justify  the  suspicion  of  empyema. 

From  this  time  the  patient  gradually  sank  and  lingered  on  to 
the  29th,  when  she  died  of  exhaustion. 

The  temperature  chart  shoAvs  nothing  of  importance  except  an 
irregTilar  hectic  varying  daily  from  100'5°  to  102'5°,  once  reaching 
103°  or  104°  or  higher  at  the  time  of  rigor.  As  the  strength  failed 
the  temperature  slowly  fell,  and  finally  became  subnormal. 

On  post-mortem  examination  the  peritoneum  was  found  full  of  pus, 
most  in'  the  pelvis,  where  it  had  gravitated;  in  all  27  oz.  were 
measured.  The  intestines  were  adherent  to  each  other  and  to  the 
wall  of  the  abdomen.  These  adhesions  were  most  extensive  and 
dense  in  the  left  hypochondriac  region,  where  the  parts  were  all 
matted  together  and  adherent  to  the  diaphragm  as  well  as  to  the 
liver  and  spleen.  The  viscera  were  all  removed  en  masse  together, 
and  carefully  dissected.  A  large  ulcer  was  then  found  on  the 
lesser  curvature  of  the  stomach,  about  a  third  of  the  distance  from 
the  pylorus,  nearly  circular  in  shape,  and  measuring  three  quarters 
of  an  inch  in  diameter.  Its  edges  were  rounded  and  almost  carti- 
laginous. The  base  irregular  and  formed  of  thickened  omentum 
and  connective  tissue.  The  ulcer  was  adherent  to  the  under 
surface  of  the  liver,  and  lay  in  about  the  centre  of   the  fibrous 
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adhesions,  but  tliere  was  no  actual  pus  near  it  nor  amidst  tliis 
matted  tissue.  The  cardiac  end  of  the  stomach  was  adherent  to 
the  spleen  and  diaphragm,  but  no  communication  could  be  dis- 
covered between  the  stomach  and  the  pei'itoneum. 

The  liver  was  a  little  enlarged.  It  did  not  look  abnormal,  but 
on  section  pus  was  seen  in  several  places,  which  on  careful  exa- 
mination proved  to  be  contained  in  branches  of  the  portal  vein. 
The  portal  vein  was  then  dissected,  and  found  to  be  occupied  but 
not  completely  filled  by  an  old,  partly  decolourised  clot  in  the  process 
of  disintegration.  On  following  up  the  branches  of  the  vein  into 
the  liver  they  were  found  to  lead  into  the  abscess  cavities,  the  walls 
of  which  were  formed  of  the  dilated  vein.  The  walls  of  the  vein 
looked  like  those  of  an  abscess,  had  lost  their  polish,  and  could 
hardly  be  recognised  at  first  sight ;  but  the  clot  could  be  stripped 
off  in  many  places,  leaving  the  walls  distinct  below.  The  splenic 
vein  was  in  a  similar  state  in  its  whole  length,  but  the  spleen,  though 
swollen  slightly,  contained  no  pus.  The  superior  mesenteric  vein 
contained  some  recent  gelatinous  non-adherent  clot,  and  the  coats 
of  this  vessel  were  normal. 

Except  for  the  pus  in  the  portal  vein  there  were  no  abscesses  in 
the  liver,  and  though  the  thrombus  did  not  appear  to  fill  the  main 
trunk  completely,  still  the  obstruction  must,  I  suppose,  have  been 
complete,  for  no  blood  was  found  in  it  or  in  its  branches,  all  that 
they  contained  being  the  pus  described. 

On  microscopical  examination  the  liver  presented  no  abnormality^ 
except  that  Glisson's  capsule  was  in  places  infiltrated  with  small 
cells  to  a  slight  extent. 

The  kidneys  were  natural. 

The  left  pleura  was  adherent  in  one  place  only,  viz.  in  the  region 
of  the  spleen,  but  contained  no  pus. 

The  lungs  were  crepitant  but  congested.  The  trachea  was  full 
of  pus,  as  was  also  the  left  bronchus.  The  pus  could  be  traced  to 
the  fine  bronchi  in  the  base,  and  here  several  of  the  alveoli  were 
filled  with  it,  but  there  was  no  true  abscess  in  the  lung,  nor  any 
communication  between  the  pus  in  the  lung  and  that  in  the  peri- 
toneum. 

The  specimens  shown  were — (1)  the  gastric  ulcer  ;  (2)  the  portal 
vein  ;  (3)  some  microscopical  sections  of  the  liver  and  of  the  lung ; 
and  lastly,  a  dra^ving  showing  the  suppurating  clot  in  the  main 
trunk  of  the  portal  vein  and  the  pus  in  its  branches. 
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The  case  was  clearly  one  of  suppurative  pylephlebitis.  It  origi- 
nated, there  can  be  Httle  doubt,  in  connection  with  the  chronic 
gastric  ulcer,  probably  as  a  thrombosis  in  some  small  vein.  A 
similar  case  but  connected  with  a  malignant  and  not  a  simple  ulcer 
of  the  stomach  was  described  by  Dr.  Wickham  Legg  in  vol.  xxv  of 
the  '  Transactions,'  but  according  to  Frerichs  the  primary  lesions 
causing  the  thrombosis  are  generally  found  in  the  intestines,  and 
not  in  the  stomach. 

As  a  point  of  subordinate  interest  may  be  noted  the  great  disten- 
sion of  the  veins  with  pus,  and  the  absence  of  secondary  abscesses. 

General  suppurative  peritonitis  appears  to  be  the  rule,  though 
the  amount  of  pus  is  rarely  large,  and,  as  in  this  case,  it  cannot  be 
traced  to  any  direct  connection  with  the  thrombosed  vein  or  with 
the  primary  lesion.  Besides  these  points  may  be  noted — (1)  the 
absence  of  any  definite  localised  pain  either  over  the  liver  or  abdo- 
men ;  (2)  the  absence  of  evident  enlargement  of  the  liver  or  spleen 
during  life  ;  (3)  the  absence  of  jaundice,  at  any  rate  as  an  early  or 
marked  symptom. 

Another  feature  of  interest  is  the  profuse  discharge  of  pus  from 
the  lungs,  which  suggested  the  diagnosis  of  empyema.  This  proved 
to  be  due  to  what  might  be  called  a  broncho-blenorrhcea,  affecting, 
however,  the  bronchi  of  one  side  only.  This  profuse  localised 
broncho-blenorrhoea  is  a  very  rare  condition,  and  one  I  have  never 
seen  befoi-e.  Any  connection  between  the  lung  and  the  pus  in  the 
peritoneum  was  carefully  searched  for  and  proved  to  be  absent. 

The  most  remarkable  feature  in  this  case,  as  in  others  like  it,  is 
the  complete  absence  of  blood  in  the  portal  vein,  which  must  be 
conclusive  as  to  the  complete  obstruction  to  the  circulation  thi'ough 
it,  though  no  symptoms  arose  which  indicated  such  obstruction. 
In  this  respect  there  is  the  most  marked  contrast  between  these 
cases  of  pylephlebitis  suppurativa  and  those  of  the  so-called  pyle- 
phlebitis adhesiva  or  ordinary  non- suppurating  thrombosis  of  the 
portal  vein ;  for  in  the  latter  case  ascites  occurs  early  and  rapidly 
recurs  after  paracentesis,  whereas  in  the  former  the  fluid  in  the 
peritoneum  is  small  in  amount  and  purulent,  and  produces  no 
special  s}Tnptom. 

The  symptoms  throughout  were  most  puzzling,  and  although  at 
first  the  diagnosis  of  suppurative  peritonitis  secondary  to  gastric 
ulcer  was  suggested,  the  evidence  in  its  favour  soon  vanished,  and 
all  that  it  appeared  safe  to  assert  was  that  there  was  suppuration 
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somewhere,  probably  in  connection  with  the  diaphragm  on  the  left 
side,  and  that  the  patient  was  in  a  pyseniic  condition. 

In  the  year  1886  I  showed  an  analogous  case  before  this  Society. 
The  patient  was  a  woman  of  the  age  of  '69  who  had  suffered  from 
gall-stones,  and  was  thought  on  admission  to  have  suppuration  in 
the  liver  as  the  result.  This  proved  to  be  the  fact ;  suppuration  was 
found  round  the  gall-bladder  which  was  filled  with  gall-stoues. 
There  was  no  very  evident  affection  of  the  liver  until  section  was 
made,  and  then  pus  was  discovered  within  vessels  which  proved  to 
be  not  the  portal,  but  the  hepatic  veins.  These  were  full  of  pus 
and  contained  no  blood,  though  the  portal  vein  contained  blood  and 
was  free  from  clot.  January  list,  1890. 


29.  A  case  of  non-alcoholic  cirrhosis  of  the  liver. 
By  D'Arcy  Power,  M.B. 

THE  specimen  which  I  bring  before  you  to-night,  Mr.  President, 
belongs  to  an  unusual,  but  not  to  a  very  rare  class  of  cases. 
It  is  one  of  cirrhosis  of  the  liver,  occurring  in  a  private  person, 
who  was  known  to  have  been  a  total  abstainer  for  a  very  long 
period  of  time.  The  histories  given  by  patients  in  cases  of 
cirrhosis  are  more  often  than  not  fallacious,  but  in  the  present 
case  the  facts  appear  to  be  so  clear  that  there  is  no  reason  to 
doubt  that  they  are  substantially  correct. 

The  liver,  as  you  will  see,  presents  the  ordinary  characters  of 
cirrhosis.  It  measures  9  inches  in  length  by  5  inches  at  the 
widest  part  of  its  left  lobe,  whilst  at  its  thickest  part  it  is  only  2 
inches  across.  It  weighs  29  oz.  The  surface  is  universally  corru- 
gated, and  in  parts  presents  a  hob-nailed  appearance.  It  is  hard, 
and  creaks  under  the  knife  on  making  a  section ;  the  organ  appears 
pale.  The  gall-bladder  is  contracted,  and  was  bound  down  to  the 
liver  substance  by  dense  adhesions.  It  contains  one  large  stone 
and  several  smaller  ones.  Microscopically  the  liver  is  infiltrated 
by  a  very  vascular  growth  of  small  cells,  which  in  many  j)laces  has 
destroyed  the  lobules  by  a  simple  process  of  pressure,  since  the 
new  connective  tissue  is  entirely  interlobular.  The  liver-cells,  it  is 
to  be  remarked,  are  normal,  and  have   not  undergone  any  fatty 
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change  such  as  is  common  iu  cases  of  ordinary  cirrhosis,  nor  does 
there  appear  to  be  any  abnormal  quantity  of  pigment. 

I  am  indebted  for  the  history  of  the  case,  as  well  as  for  the 
specimen  itself,  to  the  kindness  of  Mr.  Evan  Alban.  The  liver 
occurred  iu  the  person  of  a  clergyman  aged  63,  for  a  long  time  the 
vicar  of  a  country  parish,  who  for  a  period  of  thirty-seven  years, 
says  Mr.  Alban,  had  been  without  the  shadow  of  a  doubt  a  total 
abstainer  from  alcoholic  drink.  Before  he  became  a  teetotaler  he 
had  always  been  temperate,  and  all  suspicion  of  syphilis  could  be 
entirely  excluded.  He  had,  however,  a  family  history  of  gout. 
His  medical  attendant  had  known  him  for  nine  years,  during  the 
last  five  of  which  he  suffered  from  attacks  of  hepatic  colic,  lasting 
for  periods  of  a  week  or  ten  days  at  a  time.  During  these  attacks 
he  became  jaundiced  and  passed  gall-stones.  In  the  autumn  of 
1883  and  iu  the  early  part  of  1884  these  attacks  occurred  once  a 
month  for  a  period  of  eight  months.  In  the  summer  of  1884  the 
colic  subsided,  but  the  patient  experienced  symptoms  of  angina 
pectoris.  After  the  first  onset  of  anginous  sjonptoms  the  hepatic 
colic  never  reappeared.  The  patient  was  doing  duty  away  from 
home  when  ascites  first  set  in,  and  he  died  six  weeks  after  the 
fulness  of  the  stomach  had  been  observed.  At  the  autopsy  the 
heart,  as  well  as  the  liver,  was  examined.  The  large  arteries  were 
found  to  be  hard  and  atheromatous,  this  condition  being  very 
marked  in  the  coronary  vessels,  which  contained  a  quantity  of 
mortar-like  material.  The  mitral  valves  were  atheromatous  at  the 
edges  of  the  cusps,  but  the  aortic  valves  were  hardly  affected. 
During  life  no  murmur  was  heard.  The  kidneys  were  not  examined. 
Mr.  Alban  further  tells  me  that  the  patient  had  never  been  a  great 
spice  or  curry  eater,  but  that  he  was  extremely  fond  of  sugar, 
preserved  fi'uits,  jam,  and  pastry. 

In  this  case  it  appears  to  me  that  the  chronic  irritation  caused 
by  the  successive  formation  of  gall-stones  would  be  sufficient  to 
account  for  the  development  of  fibrous  tissue  in  the  liver.  It  is 
of  interest,  too,  to  observe  that  the  liver-cells  are  not  undergoing 
that  fatty  change  which  is  so  constant  a  concomitant  of  cirrhosis 
due  to  alcohol.  So  far  as  I  can  discover,  the  condition  of  the  liver 
seen  in  this  case  most  nearly  resembles  that  which  Ziegler  de- 
scribes as  the  result  of  biliary  hepatitis,  though  it  differs  from  his 
cases  in  having  so  small  an  amount  of  pigmentation. 

November  5th,  1889. 
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30.  A  case  of  hypertrophic  cirrhosis  of  the  liver  in  a  child. 
Bj  Fred.  J.  Smith,  M.B.,  M.E.C.P. 

GM.  H— ,  born   June   9tli,  1884;    died   January  5tli,    1889, 
•     aged  4|^. 

Family  history. — There  was  no  evidence  obtainable  of  phthisis 
nor  yet  of  syphilis,  though  both  diseases  were  carefully  inquired  into. 
The  father  was  a  strong  and  healthy  man,  who  came  from  a  long- 
lived  family  ;  he  had  had  dysenteiy  twice  and  bronchitis,  but  had 
never  had  either  gout  or  rheumatism.  The  mother  was  equally 
healthy  ;  both  parents  very  abstemious  as  regards  alcohol. 

The  personal  history  of  the  child  is  briefly  as  follows : — She  was 
the  first  child  of  her  parents,  born  twelve  months  after  marriage 
(two  other  children  have  since  been  born,  in  February,  1886,  and 
December,  1888,  both  perfectly  healthy).  She  had  icterus  neona- 
torum, which  lasted  for  a  fortnight.  When  ten  weeks  old  was 
vaccinated,  and  nothing  abnoinnal  was  noticed  about  the  course  of 
the  vaccine  vesicles.  She  was  breast-fed  for  seven  months,  then 
had  German  rusks,  and  later  King's  food  and  sago ;  meat  at  twelve 
months.  The  first  tooth  enipted  at  eight  months,  with  slight 
convulsions  ;  no  more  appeared  till  the  twelfth  month.  About  the 
twelfth  month  symptoms  of  rickets  appeared,  she  suffei'ed  from 
general  spinal  curvature,  the  fontanelles  made  no  attempt  at 
closing,  she  sweated  most  profusely  from  the  head,  became  peevish, 
irritable,  and  suffered  from  diarrhoea  severely.  She  was  kept  on 
her  back  at  this  time  for  three  months,  owing  to  the  spinal 
■weakness,  and  treated  with  salt-water  baths  and  apj^eared  to  get 
quite  well  and  strong. 

When  nearly  three  years  old  she  had  a  severe  attack  of  mumps, 
from  which  she  only  slowly  recovered. 

In  January,  1888  (now  three  and  a  half  years  old),  Mr.  Jones  was 
called  in  to  see  her.  His  notes  state  she  had  slight  jaundice,  no 
pyrexia,  much  dyspepsia,  headache,  and  malaise  ;  the  liver  was  then 
enlaro-ed  to  three  inches  below  the  ribs  ;  no  definite  bony  evidence 
was  left  of  the  rickety  condition  of  two  years  previously.  The 
treatment  consisted  in  Hyd.  cum  Creta,  Syr.  Ferri  lod.,  and  Ung. 
lodi. 
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Epistaxis  occurred  occasionally,  with  great  thirst,  headache,  and 
vomiting ;  diarrhoea  was  rather  frequent ;  the  superficial  veins  of 
the  abdomen  were  very  prominent.  No  albumen  was  present  in 
the  urine.     There  was  no  ascites. 

For  three  months  the  treatment  was  continued  and  she  improved 
considerably,  the  jaundice  nearly  disappearing. 

In  May,  1888,  an  acute  attack  of  bronchitis  supervened  with  a 
reappearance  of  the  jaundice,  but  the  lungs  became  again  quite 
clear. 

In  September,  1888,  a  second  attack  of  bronchitis  occurred, 
leaving  the  child  very  prostrate  and  irritable. 

On  December  22nd,  1888,  Mr.  Jones  was  again  called  in,  and 
saw  her  every  day  till  her  death  a  fortnight  later.  The  symptoms 
were — Colic,  slight  ascites,  great  abdominal  tenderness,  especially 
over  the  liver ;  temp.  102° ;  pulse  110  ;  resp.  32 ;  much  oedema  of 
legs ;  great  thirst  and  headache ;  jaundice  very  marked ;  urine 
loaded  with  urates  and  bile- colouring  matters,  but  no  albumen. 
In  the  last  four  days  profuse  diarrhoea  set  in,  and  the  child  rapidly 
sank  with  oedema  of  the  lungs  and  heart  failure  (loud  mitral 
systolic  bruit).     She  was  comatose  for  the  last  twenty-four  hours. 

It  was  noticed  that  she  had  rapidly  wasted  during  this  illness. 
Nu  alcohol  was  administered  till  the  last  few  days,  though  the 
nurse  was  once  caught  putting  some  gin  in  the  child's  "  coddle,"  a 
proceeding  which  was  immediately  stopped. 

A  post-mortem  was  obtained  only  with  great  difficulty,  and  on 
condition  that  the  abdomen  only  should  be  opened.  The  liver  was 
found  enlarged  (the  weight  could  not  be  exactly  ascertained), 
somewhat  nodular  on  the  surface,  and  rather  tough.  The  spleen 
was  enlarged  to  about  double  its  normal  size.  The  kidneys  were 
healthy  in  appearance.  There  were  no  enlarged  glands.  Other 
organs  not  examined. 

Microscopical  examination  of  the  liver  reveals  the  fact  of  an 
enormous  overgrowth  of  newly  forming  connective  tissue.  The 
hepatic  lobules  have  in  large  measure  entirely  disappeared,  their 
places  being  occupied  by  the  new  tissue,  but  here  and  there  a 
lobule  is  observable  with  the  connective  tissue  running  through  it 
in  all  directions.  In  fact,  the  specimen  shows  a  very  typical  example 
of  the  intralobrdar  form  of  cirrhosis  described  first,  I  believe,  by 
Prof.  Charcot. 

Remarks. — I  do  not  propose  to  enter  at  all  into  a  discussion  of 
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the  pathology  of  this  form  of  cirrhosis  of  the  liver,  but  merely 
wish  to  state  that  I  think  the  disease  is  sufficiently  rare  to  merit  a 
full  report  of  any  case  that  may  be  verified  by  an  autopsy.  The 
specimens  shown  under  the  microscoj^e  show  a  very  different  state 
of  affairs  from  that  found  in  the  more  common  form  of  alcoholic  peri- 
lobular cirrhosis,  and  the  only  wonder  is  that  life  could  have  been 
prolonged  for  a  year  with  the  extensive  destruction  of  liver  sub- 
stance there  presented.  November  19th,  1889. 


31.  Tubercular  disease  of  the  liver  with  the  formation  of  multiple 

abscesses. 

By  Hectok  W.  Gr.  Mackenzie,  M.D. 

[With  Plate  VIII,  fig.  3.] 

1^  M — ,  a  man  aged  50,  was  admitted  into  the  Royal  Free 
■^  •  Hospital  under  the  care  of  Dr.  Sainsbury  on  November  8th, 
1889. 

He  had  been  in  ill-health  for  about  ten  weeks  previously,  and 
for  the  latter  half  of  this  period  had  been  confined  to  bed.  During 
this  time  he  had  emaciated  and  lost  strength,  and  had  suffered  from 
shortness  of  breath,  pain  on  the  right  side  of  the  chest,  and  perspi- 
rations. The  only  other  illness  he  could  remember  was  an  attack 
of  gout  some  years  before. 

He  had  a  bad  family  history,  four  brothers  having  died,  as  it  was 
said,  from  consumption.  He  had  been  a  heavy  drinker,  principally 
of  rum. 

He  died  in  the  hospital  on  December  4th.  While  under  observa- 
tion he  gradually  got  weaker.  The  pain  in  the  right  side  continued, 
and  there  was  tenderness  in  the  region  of  the  liver,  the  edge  of 
which  was  felt  about  an  inch  below  the  ribs.  There  were  the  usual 
physical  signs  of  phthisis  in  the  lungs,  such  as  crepitations,  bron- 
chial breathing,  and  impaired  resonance  at  certain  points.  Some 
days  before  death  there  was  evidence  of  the  development  of  pleu- 
risy on  the  right  side.  The  temperature  at  no  time  was  high, 
ranging  for  the  most  part  between  normal  and  100°  F. 
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At  the  autopsy  a  considerable  effusion  of  serum  was  found  in 
the  right  pleural  cavity,  and  both  the  visceral  and  parietal  layers 
of  the  pleura  were  coated  with  recent  fibrin.  The  right  lung  was 
collapsed.  In  both  lungs  there  were  ordinary  appearances  of 
tubercular  disease,  most  advanced,  however,  in  the  left,  the  middle 
third  of  the  upper  lobe  of  which  was  consolidated,  and  contained 
numbers  of  caseating  masses  and  small  cavities.  The  larynx  and 
trachea  were  unaifected. 

The  whole  of  the  intestinal  tract  was  carefully  examined  from 
end  to  end,  but  only  one  small  ulcer,  apparently  old,  was  discovered 
in  the  upper  part  of  the  ileum. 

The  liver  was  found  to  be  drawn  over  considerably  to  the  right, 
so  that  the  interlobular  notch,  instead  of  being  only  an  inch  to  the 
right  of  the  middle  hne,  was  situated  about  the  junction  of  the 
ninth  and  tenth  costal  cartilages.  Immediately  above  the  right 
kidney  there  appeared  to  be  a  large  globular  mass,  feeling  like  a 
cyst  with  thick  walls.  The  right  lobe  of  the  liver  was  so  intimately 
adherent  to  the  surrouuding  parts,  diaphragm,  kidney,  suprarenal, 
and  duodenum,  that  the  whole  had  to  be  removed  en  masse  before 
the  nature  of  the  case  could  be  determined.  When  this  was  done 
and  the  adherent  organs  separated,  it  was  seen  that  the  part  of  the 
liver  to  the  right  of  a  vertical  section  through  the  notch  for  the 
gall-bladder  presented  a  remarkable  appearance.  This  part  of  the 
right  lobe  was  considerably  shrunken,  being  contracted  to  less  than 
two  thirds  of  its  normal  size.  The  globular  mass  already  referred 
to,  which  was  about  the  size  of  a  large  orange,  occupied  its  lower 
border  in  the  vicinity  of  the  gall-bladder,  and  the  remainder  of  the 
surface  was  studded  by  a  number  of  yellow  prominences  varying  in 
size  from  a  threepenny  piece  to  a  shilling. 

The  capsule  of  the  liver  was  quite  continuous  over  the  tumour, 
and  was  considerably  thickened.  The  edge  of  the  diseased  part 
was  rounded  as  in  cases  of  perihepatitis.  The  gall-bladder,  although 
adherent  to  the  tumour,  was  itself  unaffected  by  disease.  It  con- 
tained a  few  small  gall-stones,  but  its  mucous  membrane  and  that 
of  its  duct  were  quite  healthy.  The  portal  fissure  and  the  vessels 
there  were  normal. 

On  making  sections  of  the  diseased  portion  of  liver  it  was  found 
that  the  masses  seen  on  the  surface  were  quite  as  numerous  in  the 
interior.  The  large  tumour  contained  soft  pultaceous  matter  of  a 
purplish  colour,  this  colour  being  evidently  due  to  the  presence  of 
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altered  blood.  The  cavity  left  after  the  removal  of  this  material 
was  one  which  was  separated  from  the  surface  in  its  lower  half  only 
by  the  thickened  capsule,  a  layer  of  tough  connective  tissue  about 
a  quarter  of  an  inch  thick,  which  posteriorly  had  become  calcareous. 
In  the  upper  half  the  liver  substance  itself  formed  the  cavity-wall, 
but  it  was  very  irregular,  reminding  one  of  the  reticulated  aspect 
given  to  the  wall  of  the  cardiac  ventricle  by  the  columnse  carnese. 
The  small  yellow  bodies  consisted  of  caseous  material  surrounded 
by  walls  of  connective  tissue.  The  caseous  material  readily  escaped 
from  the  cut  surface,  leaving  the  appearance  of  cavities. 

The  appearance  of  the  whole  was  quite  unlike  anything  I  had 
previously  seen,  but  there  were  several  reasons  for  thinking  that  it 
was  tubercular.  The  appearance  of  the  lungs  was  that  of  an  ordi- 
nary case  of  phthisis.  There  was  a  family  predisposition  to  phthisis, 
and  there  was  a  history  of  drink.  The  clinical  history  was  not  of 
much  assistance.  The  appearance  of  the  disease  in  the  liver  was 
not  unlike  that  which  phthisis  sometimes  assumes  in  the  kidney. 
Practically  there  were  only  two  other  diseases  which  one  had  to 
consider  besides  tubercle,  and  these  were  actinomycosis  and  that 
rare  alveolar  form  which  hydatid  disease  sometimes  assumes  in  the 
liver.  The  caseous  bodies  with  their  connective-tissue  capsules  were 
altogether  much  larger  than  those  in  cases  of  actinomycosis.  Still, 
as  actinomycosis  was  a  very  possible  cause  of  the  disease,  and 
remembering  how  Dr.  John  Harley  looked  on  the  case  of  actinomy- 
cosis he  published  in  the  '  Medico-Chirurgical  Transactions '  as 
tubercular,  I  took  every  care  that  the  ray  fungus  should  not  elude 
discovery  if  it  wei'e  there.  The  scrapings  from  the  smaller  masses 
and  the  detritus  from  the  cavity  were  accordingly  repeatedly  and 
carefully  examined  for  the  fungus,  and  always  with  negative  results. 
Sections  for  the  microscope  were  repeatedly  cut  and  stained  in 
various  ways.  Celloidin  was  used  for  embedding,  to  ensure  that 
the  fungus  had  not  fallen  out.  No  trace  of  it  was  found.  Although, 
however,  the  seai'ch  for  actinomycosis  was  quite  futile,  there  was 
ample  evidence  of  the  presence  of  tubercle.  In  the  dense  con- 
nective tissue  which  formed  the  walls  of  the  caseous  bodies  were 
typical  many-nucleated  giant-cells  with  the  usual  small-celled 
tissue. 

Whether  the  disease  in  the  lungs  or  in  the  liver  was  the  older 
it  is  impossible  to  say  decidedly.  All  one  can  say  is  that  while  the 
lung  affection  might  have  been  comparatively  recent,  the  disease 
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of  the  liver  was  clearly  of  old  standing,  as  was  evident  from  the 
thickening  of  the  capsule  and  the  strong  adhesions  to  surrounding 
parts,  the  contraction  which  had  taken  place,  and  the  calcareous 
deposit  in  the  wall  of  the  larger  tumour.  Moreover,  although  of 
old  standiug,  there  was  no  history  of  any  illness  until  a  few  weeks 
before  death,  so  that  its  onset  must  have  been  slow  and  insidious. 
The  old  ulcer  in  the  small  intestine  was  probably  the  source  of  in- 
fection of  the  liver. 

Tubercular  disease  of  the  liver  of  this  nature  is  so  rare  that  the 
case  seems  specially  worth  recording.  In  the  classical  works  on 
diseases  of  the  liver  and  in  most  of  the  text-books  on  pathology  the 
only  form  of  tubercular  disease  which  receives  notice  is  the  common 
affection  by  miliary  tuberculosis.  German  writers  desci'ibe  a  very 
rare  form  of  tubercular  disease  in  which  the  entire  organ  becomes 
honey-combed  with  innumerable  cavities,  varying  in  size  from  a  pea 
to  a  walnut,  filled  with  softened  bile-stained  matter,  while  the  walls 
contain  tubercles.  This  they  have  attributed  to  tubercular  disease 
of  the  bile-ducts. 

In  the  present  case  no  such  origin  in  or  communication  with  the 
bile-ducts  could  be  detected,  and  the  softened  matter  contained  in 
the  cavities  was  not  noticeably  bile-stained. 

Of  specimens  formerly  described  as  tubercular,  some  may  have 
been  cases  of  actinomycosis ;  one  of  those  published  by  Mr.  Shattock 
in  the  'Transactions'  for  1885,  for  instance,  had  been  labelled  in  the 
St.  Thomas's  Hospital  Museum  as  scrofulous  abscess  of  liver.  In 
cases,  therefore,  where  no  microscopic  examination  has  been  made 
the  proof  that  they  were  truly  tubercular  is  incomplete. 

Dr.  Quain,  in  the  '  Transactions '  for  1850,  described  a  specimen 
where  tubercular  masses  existed  in  the  liver,  one  of  which,  larger 
than  a  walnut,  had  softened  and  opened  into  the  peritoneum.  Dr. 
George  Johnson,  in  1859,  showed  a  liver,  the  lower  portion  of  the 
right  lobe  of  which  formed  a  tumour  containing  a  material  having 
the  character  of  strumous  matter.  Dr.  Hare  in  the  same  year 
showed  a  liver  studded  with  tubercles,  bodies  varying  in  size  from 
a  millet  to  a  pea,  dense  and  resisting  on  section,  and  containing  a 
pultaceous,  somewhat  granular  and  yellowish  bile-tinged  matter, 
which  in  some  instances  was  semi-fluid,  in  others  thicker.  Dr. 
Wethered  showed  as  a  card  specimen  last  year  a  specimen  of  un- 
doubted tubercular  excavation  of  the  liver,  resembling  the  present 
one  in  the  presence  of  caseous  abscesses.  The  largest  abscess  in 
this  case  was  of  the  size  of  a  chestnut. 
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Orth,  in  '  Virchow's  Arcbiv  '  for  1876,  vol.  Ixvi,  published  a  case 
of  very  extensive  tubercular  disease  of  liver  wbich  has  no  great 
resemblance  to  the  cases  we  are  considering,  the  chief  feature  of 
his  case  being  a  connective-tissue  formation  resembling  scirrhus. 

In  connection  with  the  occurrence  of  tubercular  disease  of  liver 
in  man,  the  observations  of  Dr.  Sibley  in  the  Society's  'Transactions' 
for  1887  as  to  the  frequency  with  which  tubercular  disease  attacks 
the  liver  in  fowls  are  extremely  interesting. 

Why  in  man  the  liver  should  be  so  mUch  less  commonly  attacked 
by  phthisis  than  other  organs  is  a  question  we  cannot  satisfactorily 
answer.  That  it  can  be  very  successfully  attacked  the  present 
specimen  shows.  May  6th,  1890. 


32.  Spontaneous  fracture  of  gall-stone.     {Card  specimen.) 
By  W.  B.  Hadden. 

THE  specimen  shows  seven  fragments  of  varying  sizes  which  were 
found  loose  on  opening  the  gall-bladder.  One  fragment  is 
three  quarters  of  an  inch  in  length  and  across  ;  its  fractured  sur- 
face, which  is  smooth  and  bevelled  in  parts,  shows  a  radiating 
structure.  Of  the  six  other  fragments,  one,  the  largest,  also  exhibits 
a  radiating  structure.  The  surfaces  of  all  are  smooth,  and  some  are 
facetted.  The  fragments  could  be  fitted  together  fairly  well,  but 
they  did  not  form  a  perfect  stone,  as  several  minute  calculi  escaped 
on  opening  the  gall-bladder. 

Taken  from  the  body  of  a  woman  aged  66,  who  died  of  carcinoma 
of  the  breast.  There  were  no  secondary  growths  in  the  liver  or 
gall-bladder.  There  is  no  mention  of  injury  in  the  clinical  notes, 
and  nothing  to  throw  light  on  the  cause  of  the  "spontaneous 
fracture."  December  3rd,  1889. 
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33.   Tubercular  disease  of  pancreas.     [Card  specimen.) 
By  J.  A.  Ormerod, 

TAKEN  from  a  child  who  had  chronic  ulceration  (with  cicatrisation) 
of  the  intestines,  puckering  of  the  mesentery,  and  caseation 
of  lymphatic  glands,  especially  the  bronchial. 

The  pancreas  showed  two  or  three  small  caseous  patches  as  well 
as  a  cavity  which  contained  broken-down  caseous  substance. 

December  Srd,  1889. 
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V.  DISEASES,  ETC.,  OF  THE  GENITO-UEINARY 
ORGANS. 

1.  Repair  after  rvptiire  of  the  spleen  and  kidney. 

By  D'Arct  Power,  M.B. 

~r\  UPTURE  of  the  abdominal  viscera,  especially  of  the  spleen,  kidney, 
Xl;  and  liver,  are  by  no  means  of  uncommon  occurrence  as  a  re- 
sult of  violence  inflicted  directly  upon  the  abdominal  walls.  Cases 
of  rupture  of  the  spleen  and  liver  have  been  repeatedly  shown 
before  the  Society,  but  I  am  unable  to  find  any  instance  of  a  rup- 
tured kidney  having  been  exhibited,  a  fact  which  no  doubt  is  to  be 
accounted  for  by  the  comparative  frequency  of  the  injury  making 
the  members  think  that  it  would  not  be  of  any  very  great  interest. 

The  importance  of  the  two  specimens  which  I  bring  before  you 
this  evening,  however,  lies  not  so  much  in  the  mere  fact  of  their 
rupture,  as  that  they  have  undergone  a  very  considerable  amount 
of  repair  ;  indeed,  to  such  an  extent  has  this  been  the  case,  that  if 
the  patients  had  survived  their  other  injuries  these  organs  would 
eventually  have  served  all  their  usual  functions  in  the  economy  of 
the  individuals  to  which  they  belonged. 

The  first  specimen  is  the  left  kidney  of  a  man  aged  27  years,  who 
fell  off  a  scaffolding  a  distance  of  twenty-six  feet.  On  his  admis- 
sion to  St.  Bartholomew's  Hospital  he  was  found  to  have  fractured 
his  skull  and  to  have  broken  several  of  his  ribs ;  he  was  uncon- 
scious. He  subsequently  suffered  from  surgical  emphysema  of  his 
chest,  and  at  a  later  period  from  gangrene  of  his  lung.  He  sur- 
vived the  accident  for  eighteen  days,  and  during  this  time,  although 
he  was  conscious,  he  made  no  complaint  of  abdominal  pain.  His 
urine  was  drawn  off  on  the  day  following  the  accident,  and  twice 
on  the  succeeding  day  ;  on  each  of  these  occasions  a  little  blood  Avas 
observed  to  be  intimately  mixed  with    the  urine.     On  the  third 
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daj  after  the  accident  there  is  a  note  made  hy  the  dresser  of  the 
case  to  the  effect  that  the  urine  was  acid ;  that  it  had  a  specific 
gravity  of  1020 ;  and  that  it  contained  neither  albumin,  sugar,  nor 
blood. 

I  have  made  a  longitudinal  section  of  the  kidney.  It  will  be 
seen  that  the  organ  is  of  normal  size,  measuring  four  and  a  half 
inches  in  length  by  three  inches  in  breadth.  On  one  side  it  is 
lacerated  from  the  hilum  for  a  distance  of  an  inch  and  a  half  into 
the  cortex.  The  rupture  is  linear,  and  its  edges  in  the  upper  or 
cortical  portion  are  united  by  altered  blood-clot,  whilst  the  whole 
of  the  wound  is  covered  by  a  thick  layer  of  fat  and  cellular  tissue 
which  is  rather  firmly  adherent  to  the  capsule  of  the  kidney.  The 
anterior  half  of  the  organ  shows  a  large  hsematoma  also,  extending 
in  the  transverse  diameter  of  the  organ  from  the  hilum  towards 
the  cortex. 

In  the  second  case,  a  housewife,  aged  42,  upon  an  alarm  of  fire, 
threw  herself  out  of  a  second-floor  window  and  fell  a  distance  of 
thirty  feet.  She  too  was  admitted  into  St.  Bartholomew's  Hospital 
in  an  unconscious  state  ;  she  had  a  simple  fracture  of  the  left  femur, 
and  her  face  and  head  were  much  bruised.  Her  urine  which  was 
drawn  off  the  same  evening  was  natural.  Two  days  after  the  acci- 
dent she  became  delirious,  the  delinum  continuing  for  twenty-nine 
days.  She  subsequently  developed  cystitis  and  morbus  cordis,  and 
died  in  an  exhausted  condition  ten  weeks  after  the  accident.  On 
the  second,  third,  and  fourth  days  after  her  fall  the  temperature 
of  the  patient  was  subnormal ;  it  rose  to  101'2°  F.  on  the  sixth 
day,  after  which  it  again  became  subnormal,  and  so  remained  until 
the  fifteenth  day,  when  it  rose  and  remained  high  until  the  patient's 
death. 

At  the  autopsy  the  spleen  was  found  to  be  torn  upon  its  anterior 
and  external  surfaces.  The  rent  passing  quite  through  the  organ 
and  involving  the  capsule,  it  was  closed  by  a  firm  white  scar 
measuring  an  eighth  of  an  inch  in  diameter.  The  outermost 
border  of  the  spleen  was  still  soft  and  lacerable  ;  it  tore  when  it 
was  separated  from  the  clot  which  lay  above  it,  and  it  is  for  this 
reason  that  the  preparation  does  not  look  as  if  it  had  undergone 
any  very  great  amount  of  repair.  The  subperitoneal  tissue  was 
stained  of  a  deep  purple  colour,  evidently  by  an  extraA^asation  of 
blood  which  had  taken  place  into  it  sometime  before  death.  There 
was  also  an  encapsuled  collection  of  blood,  which  had  in  great 
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part  remained  fluid  ;  it  was  situated  immediately  around  the  spleen. 
The  kidnevs  were  inflamed  and  congested,  the  pelves  and  calices 
being  dilated.  The  bladder  was  much  contracted,  and  contained 
purulent  urine.  In  the  heart  the  mitral  valve  was  found  to  be 
thickened  and  rigid,  whilst  the  aortic  valves  were  adherent  and 
thickened. 

In  both  these  cases  I  think  it  is  of  interest  to  notice  how  slight 
must  have  been  the  hsemoiThage  in  comparison  with  the  extent  of 
the  laceration.  This  slight  amount  of  haemoi-rhage  is  no  un- 
common feature  in  injuries  of  this  nature,  and  there  appear  to  be 
two  explanations  for  it.  In  the  first  place,  the  capsule  may  not  be 
torn  through  at  the  time  of  the  laceration,  though  it  may  take 
place  at  a  later  period  when  the  blood  has  perhaps  had  time  to 
become  coagulated,  or,  as  is  the  more  likely,  when  the  mouths  of 
the  bleeding  vessels  have  become  blocked  by  clot.  This  explana- 
tion is  not,  however,  a  very  satisfactory  one  to  my  mind  when  I 
recall  for  how  long  a  time  extravasated  blood  will  remain  in  the 
various  cavities  of  the  body.  A  second  and  better  explanation  is,  I 
think,  afforded  by  the  fact  that  the  pressure  of  the  organs  is  so 
considei'able  within  the  abdominal  cavity  that  little  if  any  blood 
can  be  at  once  effused,  and  that  it  is  only  after  a  time,  and,  as  it 
were,  little  by  little,  that  the  blood  oozes  out  and  insinuates  itself 
between  the  coils  of  intestine  into  a  cavity  which  is  already  over  full. 
This  explanation  is,  I  think,  the  more  probable  when  we  reflect 
that  in  the  particular  class  of  cases  with  which  I  am  at  jjreseut 
dealing,  the  haemorrhage  is  always  either  venous  in  character,  or 
else  that  it  is  derived  from  arterioles.  In  those  cases  where  the 
larger  vessels  are  wounded,  death  from  hemorrhage  very  rapidly 
ensues  ;  and  this  must  of  necessity  be  the  case,  for  we  know  that 
even  with  an  artery  like  the  middle  meningeal,  which  is  compara- 
tively small,  suflicient  force  is  exerted  by  the  blood-stream  to 
separate  the  dura  mater  from  the  calvaria,  a  force  which  would  be 
far  more  than  suflicient  to  make  a  space  in  the  most  tightly  packed 
abdominal  cavity.  After  intra-pcritoneal  rupture  of  the  bladder 
the  same  kind  of  limitation  appears  to  take  place  in  regard  to  the 
urine,  for  it  is  said  that  in  a  considerable  number  of  such  cases  a 
catheter  can  be  passed  through  the  rent  in  the  walls  of  the  organ, 
and  the  urine  can  be  withdrawn  almost  completely  from  the  peri- 
toneal cavity. 

Lastly,  the  specimens  are  of  interest  because  they  show  how 
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readily  the  viscera  repair  themselves  after  injury,  for  in  both  cases, 
as  a  result  of  the  localisation  of  the  blood,  the  ordinary  processes 
of  organisation  have  taken  place,  and  union  has  occurred  by  secon- 
dary intention.  The  sjDecinaens  also  show  how  slight  may  be  the 
symptoms  attending  even  an  extensive  injury  of  important  viscera. 
In  the  case  of  the  kidney  the  great  laceration  seen  in  the  specimen 
was  only  attended  by  slight  hsematuria  for  two  days,  and  was  ab- 
solutely unaccompanied  by  pain.  In  the  other  case  of  the  rupture 
of  the  spleen  there  was  absolutely  no  reason  to  suppose  during  life 
that  this  organ  had  received  any  injury.  I  think  that  these  two 
cases  are  worthy  of  record  as  they  have  well-authenticated  histories, 
and  they  illustrate  the  process  of  repair  which  takes  place,  whilst  at 
the  same  time  they  hold  an  intermediate  position  between  those 
cases  with  which  everyone  is  familiar,  where  death  has  followed 
very  shortly  after  the  lacei*ation  and  as  the  direct  result  of  it,  and 
those  rarer  cases  where  the  site  of  an  old  injury  is  marked  by  a 
white  line  or  by  a  depressed  sear.  The  specimens  are  preserved  in 
the  museum  of  St.  Bartholomew's  Hospital,  Nos.  2308a,  2394&, 
2394c.  February  Ul,  1890. 


2.  Post-scarlatinal  cirrhosis  of  the  kidneys  {small  white  kidneys) 
in  a  girl  aged  12. 

By  H.  Handfoed,  M.D. 

THE  accompanying  specimens  were  taken  from  the  body  of  a  girl, 
aged  12,  admitted  into  the  General  Hospital,  Nottingham, 
under  my  care  on  February  19th,  1890. 

She  had  measles  at  2|  years  of  age,  and  scarlatina  followed  by 
dropsy  at  the  age  of  3,  i.  e.  nine  years  ago.  After  recovering  from 
the  dropsy  she  remained  in  average  health  till  last  winter,  when 
slight  oedema  of  the  face  and  extremities  was  noticed.  She  then 
complained  of  occasional  vomiting  and  headache.  She  had  many 
epileptiform  fits  (ureemic  ?),  often  as  many  as  twenty  or  thirty  in  a 
day,  but  has  had  none  for  the  past  two  months.  The  bowels  are  usu- 
ally loose,  and  she  generally  passes  very  little  urine. 

The  present  illness  began  eleven  days  before  admission  with  head- 
ache ;  but  three  days  ago  she  walked  four  miles  on  a  cold  day. 
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On  admission  there  was  very  slight  general  oedema ;  no  ascites ; 
a  pale,  earthy  complexion ;  some  pulmonary  oedema,  and  dry  peri- 
carditis. Thei-e  was  sighing  respiration,  and  the  patient  was 
constantly  drowsy. 

There  was  no  complaint  of  impaired  sight,  but  on  examination 
very  extensive  albuminuric  retinitis  was  found  in  each  eye. 

The  urine  was  scanty,  of  specific  gravity  1012,  and  contained  'Sb 
per  cent,  of  albumen.  Eenal  ej)ithelium  and  epithelial  casts  were 
found,  but  no  hyaline  or  fatty  casts. 

Various  symptoms  were  relieved  by  treatment,  but  no  permanent 
benefit  resulted,  and  the  patient  died  six  days  after  admission. 

At  the  necropsy  there  were  signs  of  receut  pericarditis,  and  the 
heart,  which  Aveighed  10  oz.,  was  much  hypertrophied,  especially 
the  left  ventricle. 

The  right  kidney  weighed  2  oz.  and  measured  3|-  in.  by  If  in.  by 
1  in.  The  capsule  was  adherent  and  was  torn  off  with  difficulty, 
leaving  a  rough  pale  surface.  The  consistence  was  tough  and 
leathery.  On  section  no  distinction  could  be  observed  between 
medulla  and  cortex,  and  no  pyramids  were  visible.  The  surface 
of  the  section  was  smooth  and  glistening.  The  left  kidney  weighed 
only  ^  oz.,  and  measured  2  in.  by  1^  in.  by  f  in.  The  capsule  was 
very  adherent.  On  section  the  surface  was  pale,  and  looked  like  a 
mass  of  fibrous  tissue.  The  surface  of  both  kidneys  was  very  pale 
and  anaemic,  and  was  only  rough  where  the  capsule  had  been  ad- 
herent. They  presented  to  the  naked  eye  a  marked  contrast  to  the 
"contracted  granular,"  small  red,  or  the  "gouty  "  kidney. 

The  liver  weighed  35  oz.  and  the  spleen  6  oz.  There  was  hypo- 
static pneumonia  in  each  lung. 

Microscopic  sections  showed  a  diffuse  nephritis,  part  of  which 
was  quite  recent,  and  was  most  plainly  indicated  by  an  abundant 
infiltration  of  leucocytes  ;  but  much  was  of  far  older  date,  and  was 
indicated  by  fibrous  tissue  which  had  compressed  the  tubules  and 
glomeruli,  and  reduced  wide  areas  to  little  more  than  the  condition 
of  a  cicatrix.  Many  of  the  tubules  contained  hyaline  or  colloid 
casts,  others  were  much  dilated  ;  but  there  were  few  cysts,  and  those 
were  small.  The  epithelium  generally  was  small  and  atrophied, 
though  but  little  of  it  was  fatty.  The  interstitial  tissue  was  every- 
where considerably  increased  in  quantity,  and  where  it  was  most 
aV>undant,  great  numbers  of  the  tubuli  and  some  of  the  glomeruli 
were  completely  atrophied.     The  muscular  coat  of  the  arteries  was 
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greatly  thickened,  and  the  outer  coat  moderately  so.  The  abun- 
dance of  the  small-celled  infiltration  and  its  wide  though  very 
irregular  diffusion  make  it  probable  that  the  disease  had  not 
advanced  uniformly  for  the  past  nine  years,  but  that  in  addition 
to  the  old  steadily  progressing  mischief  there  had  been  a  recent 
subacute  interstitial  nephritis.  The  present  condition  of  the 
glomeruli  suggests  that  the  original  scarlatinal  affection  was  a 
diffuse  nephritis,  and  not  specially  a  glomerulitis.  Whether  the 
kidneys  in  this  case  had  passed  through  the  stage  of  abundant  fatty 
degeneration  of  the  epithelium,  producing  the  large  white  kidney, 
of  which  this  would  be  the  final  atrophic  state,  or  not,  there  was 
nothing  to  indicate.  The  time  for  such  a  complete  atrophy  seems 
rather  short.  Besides,  both  scarlatina  and  the  large  white  kidney 
are  only  too  common  in  childhood,  but  death  with  cirrhotic  kidneys 
is  rare. 

Diffuse  nephritis  is  essentially  the  nephritis  of  the  acute  specific 
fevers,  and  scarlatinal  nephritis  differs  from  it  in  no  essential  re«pect, 
not  even  in  the  special  affection  of  the  glomeruli,  which,  indeed, 
is  by  no  means  coQstant.  It  is  probable  that  in  some  cases — in 
what  proportion  is  quite  unknown — this  acute  diffuse  nephritis 
passes  on  into  a  chronic  indurative  nephritis,  ending  in  cirrhosis 
without  the  parenchymatous  affection  ever  being  sufficiently  abun- 
dant to  produce  the  large  white  kidney.  It  is  not  at  all  improbable 
that  the  nephritis  of  enteric  fever,  which  I  have  elsewhere^ 
endeavoured  to  show  is  essentially  a  diffuse  nephritis  affecting 
especially  the  interstitial  tissue,  may  lead  in  the  end  to  renal  cir- 
rhosis. I  think  I  have  seen  such  cases.  At  any  rate,  it  was  difficult 
to  explain  the  renal  affection  on  any  other  hypothesis.  I  have  found 
such  extensive  disease  in  some  fatal  cases  of  enteric  fever,  that  it  is 
difficult  to  suppose  that,  had  life  been  prolonged,  the  kidney  could 
ever  have  completely  recovered.  Of  course,  it  is  well  known  that 
in  the  vast  majority  of  cases  of  enteric  fever  the  albumen  disappears 
from  the  uriue  during  early  convalescence.  It  can,  however,  be 
readily  understood  that  the  acuteness  of  the  nephritis  Avith  which 
the  albuminuria  is  associated  may  pass  away,  and  yet  leave  behind 
the  beginnings  of  an  interstitial  sclerosis  which  may  for  years 
produce  no  noticeable  change  in  the  urinary  secretion,  and  so  fail 
to  be  indicated  by  albuminuria. 

G-reatly  improved  as  are  our  present  methods  of  examining  the 
'   Medical  Society's  '  Proceedings,'  xi,  289. 
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urine,  it  is  still  kBown  that  definitely  recognisable  pathological 
changes  may  exist  in  the  kidneys  without  the  presence  of  albumen 
being  detected  in  their  secretion.  For  instance,  a  moderately  ad- 
vanced condition  of  arterio- sclerotic  granular  kidney  may  exist  and 
the  urine  be  quite  free  from  albumen.  And  in  other  forms  of 
granular  kidney  the  urine  may  at  one  time  contain  albumen  beyond 
all  question,  while  at  others  not  a  trace  can  be  found.  I  may 
mention,  too,  the  cases  of  "  cyclic  albuminuria,"  in  which  albumen  is 
present  at  one  period  of  the  day  and  absent  at  another,  though 
without  attaching  undue  importance  to  them  as  regards  the  present 
question,  because  their  exact  pathological  substratum  is  not  yet 
definitely  known. 

Some  other  cases  of  nephritis  of  obscure  origin  are,  I  believe, 
produced  by  a  bacterial  infection,  apart  from  the  acute  specific 
fevers,  and  in  the  absence  of  any  indication  of  tubercle,  of  cystitis, 
or  of  pyelitis.  I  have  seen  such  a  case,  which  I  could  explain  in  no 
other  way,  come  on  in  a  child  aged  about  ten,  while  kept  in  bed 
and  under  observation  for  a  nervous  affection.  It  was  associated 
with  high  tempex'ature  and  the  passage  of  enormous  quantities  of 
rod-shaj)ed  bacteria,  singly  and  in  zooglsea,  in  urine  which,  while 
previously  free  from  albumen,  became  then  loaded  with  albumen 
though  free  from  pus-cells  or  casts,  and  quite  free  from  decomjiosi- 
tion.  The  pyrexia  soon  ceased,  but  the  albuminuria  was  abundant 
many  months  later,  when  the  child  was  lost  sight  of. 

May  20th,  1890. 


3.  A  case  of  granular  kidneys  and  hypertrophied  heart  in  a  boy. 
By  W.  Hale  White,  M.D. 

WM.  M—  was  admitted  into  Guy's  Hospital,  April  15th,  1890. 
There  was  some  doubt  about  his  age.  "When  he  was  first  ad- 
mitted it  was  said  to  be  ten  years,  but  afterwards  it  was  stated  to  be 
fifteen  ;  probably  the  latter  is  too  old,  for  there  were  no  pubic  hairs, 
and  the  testicles  were  those  of  a  child.  He  had  led  a  most  dis- 
solute life,  and  had  drunk  heavily. 

He  has  had  scarlet  fever.     Two  mouths  aico  his  face;  bcifan  to 


GRANULAR  KIDNEYS  AND  HYPERTROPHIED  HEART.  169 

swell,  and  a  fortnight  ago  he  had  pain  in  his  head  and  sickness, 
but  from  these  he  soon  recovered.  This  morning  he  was  found 
outside  a  coffee-house  in  a  fainting  condition,  and  he  was  brought 
to  Guy's  at  once. 

Admitted  at  1.30  p.m. ;  temp.  99-8°,  pulse  160  and  rather  hard, 
resp.  16.  Apex  of  heart  just  outside  the  nipple.  No  cardiac 
murmur.  He  is  quite  unconscious,  but  tosses  about  a  good  deal 
when  touched,  and  there  is  some  trembling.  He  passes  everything 
under  him.  His  face  is  slightly  puffy.  His  urine  contains  a  good 
deal  of  albumen. 

His  lungs  are  healthy.  He  was  treated  for  uraemia,  but  the  coma 
deepened,  the  breathing  became  stertorous,  and  he  died  eighteen 
hours  after  admission. 

Autopsy. — The  kidneys  weighed  2^  oz.,  and  were  therefore  very 
small.  The  capsules  were  very  adherent,  and  the  surface  was  ex- 
tremely granular,  and  in  every  respect  the  kidneys  were  typical 
granular  kidneys.  The  microscope  showed  a  great  increase  of  fibrous 
tissue,  with  fatty  degeneration  of  the  tubal  epithelium  together  with 
urates  in  the  tubes.  The  cajjsules  of  the  glomeruli  were  almost 
universally  thickened,  and  so  were  the  small  arteries.  A  very  large 
number  of  the  glomeruli  had  undergone  hyaline  wasting. 

The  pericardium  was  normal,  except  that  it  had  milky  patches 
on  it.  The  heart  weighed  10  oz.,  and  was  therefore  much  hyper- 
trophiedforhis  age.  This  was  due  exclusively  to  thickening  of  the 
left  ventricle.  There  was  no  valvular  disease  and  no  dilatation. 
Microscopically  the  cardiac  muscle  appeared  good. 

The  right  pleura  was  thickened  and  adherent,  and  there  were 
abundant  subpleural  petechise.     There  was  no  oedema  of  the  lungs. 

Two  years  ago  I  had  under  my  care  in  Gruy's  Hospital  a  man 
aged  thirty  who  was  admitted  for  uraemia,  and  who  was  passing  large 
quantities  of  blood  in  his  urine  His  kidneys  were  found  to  be 
typically  granular ;  they  weighed  only  6  oz. :  his  heart  was  hyper- 
trophied.  The  blood  was  found  to  have  come  from  several  minute 
bleeding  points  in  the  bladder,  and  the  case  is  a  good  example  of 
hsematuria  in  chronic  Bright's  disease. 

I  have  thought  these  cases  worthy  of  the  attention  of  the  Patho- 
logical Society  because  of  the  extreme  rarity  of  chronic  Bright's 
disease  at  so  early  an  age — so  rare  that  Dr.  Fagge,  in  his  '  Principles 
of  Medicine,'  doubts  whether  any  cases  occur  under  thirty. 

May  20th,  1890. 
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4.  Cysts  of  the  ureter  and  pelvis  of  kidney,  ?  psorospermial 
sacs.     [Card  specimen). 

By  J.  H.  Targett. 

THIS   specimea   is    from  the  museum   of   Guv's   Hospital    (No. 
2079^),  and  is  tbus  described  in  the  Pathological  Catalogue 
(date  about  1836)  : 

"  Kidney  and  ureter  which  have  been  the  subject  of  inflamma- 
tion ;  the  lining  of  the  ureter  presents  several  little  firm  conical 
granules,  as  it  were  hypertroj)hied  follicles." 

The  history  of  the  case,  abstracted  from  the  report  of  that 
date,  but  as  far  as  possible  in  the  original  phraseology,  is  as  fol- 
lows:— "  Charles  M — ,  aged  30,  under  the  care  of  Dr.  Bright  in 
July,  1836.  He  was  a  house-painter,  had  had  colic  two  years  ago. 
For  the  last  seventeen  weeks  has  had  anasarca,  dyspnoea,  and  pal- 
pitation. On  admission  the  whole  abdomen  was  tender,  some 
fluctuation ;  legs  somewhat  swollen  and  inflamed ;  scrotum  dis- 
tended ;  urine  not  coagulable  ;  right  chest  dull  and  intercostal  spaces 
fiiU.  On  the  second  day  sickness  and  tenderness  ;  urine  not  coagu- 
able.     Death  on  the  fourth  day  after  admission. 

Aulopsy. — Eight  pleura  contained  upwards  of  two  quarts  of 
serum,  a  little  turbid  with  a  dull  filmy  sediment.  Left  pleura  con- 
tained a  full  quart.  Heart  was  very  greatly  enlarged,  and  left 
ventricle  hypertrophied.  Kidneys  very  small,  the  tunics  firm  and 
adherent  ;  the  cortical  substance  coarse,  softish,  much  but  unequally 
injected ;  the  surface  unequal,  granular,  and  i)resenting  some 
minute  gelatinous  cysts  in  several  patches,  &c.;  these  were  the 
most  conti*acted  parts.  Within  the  cortex  seemed  close  and  firm, 
and  not  comparatively  diminished.  The  jielves  and  cavities  were  too 
large,  the  lining  injected  and  tumid,  and,  as  well  as  that  of  the 
ureters,  presented  small  conical  granules  and  translucent  delicate 
vesicles,  some  of  which  were  already  burst. 

The  ureters  were  wide  and  tbickish  ;  the  bladder  scarcely  thick, 
empty,  its  lining  injected,  very  grey,  and  follicles  numerous  ;  the 
neck  of  the  bladder  was  excessively  injected." 

Remarks. — At  the  present  time,  fifty-three  years  after  the  above 
description  was  written,  the  conical  translucent  vesicles  can  still 
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be  made  out.  Within  the  transparent  capsule  a  yellow  little  ball, 
about  the  size  of  a  millet-seed,  is  visible.  Portions  of  the  wall  of 
the  ureterwere  embedded  in  celloidin  and  examined  microscopically. 
The  submucous  tissue  is  thickened  by  inflammatory  changes,  and 
in  it  the  cysts  are  situated.  They  possess  thick  fibroid  walls,  and 
contain  masses  of  gi'anular  material,  scattered  throughout  which 
are  round  and  oval  spaces  of  varying  size  filled  with  granular 
bodies  (like  nuclei)  and  detritus.  These  spaces  certainly  possess 
a  capsule,  and  are  probably  no*  due  to  any  degenerative  change. 
They  very  closely  resemble,  both  in  their  naked-eye  appearances 
and  in  their  minute  structure,  the  psorospermial  sacs  of  the  ureter 
described  by  Mr.  Eve  in  the  last  volume  of  the  '  Transactions '  of 
this  Society.  December  17th,  1889. 


5.  Double  ureter.     [Card specimen.) 
By  L.  A.  BiDWELL. 

TAKEN  from  a  male  child,  aged  6  months,  attending  the  out-patients 
at  the  Evelina  Hospital  under  Dr.  G-eorge  Carpenter.     The 
child  died  from  diarrhoea. 

There  are  two  ureters  on  each  side  :  that  on  the  left  opens  by 
two  openings  into  the  bladder  ;  that  on  the  right  opens  by  a  single 
opening.     Kidneys  healthy.  March  Aith,  1890. 


6.   Diffuse  papilloma  of  the  bladder. 
By  Anthony  A.  Bowlbt. 

THE  patient  was  a  man  aged  55,  who  was  admitted  into  Henry 
Ward,  St.   Bartholomew's  Hospital,  under  the  care  of  Mr. 
Smith,  on  June  23rd,  1888. 

He  states  that  he  had  always  enjoyed  good  health  until  a  year 
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previous  to  admission,  when  he  noticed  that  his  urine  was  red, 
though  he  suffered  no  pain.  The  redness  of  the  urine  continued 
for  about  a  fortnight,  and  for  about  the  same  hmgth  of  time  the 
water  was  then  clear.  At  this  period  he  suffered  from  no  other 
sjmptoms. 

The  hsematuria  recurred  a  month  after  the  first  onset,  and  then 
for  seven  months  the  urine  always  contained  blood  in  varying 
amount ;  the  blood  was  intimately  mixed  with  the  urine,  and  mic- 
turition was  painless. 

Four  months  before  admission  the  haematuria  greatly  increased, 
and  was  accompanied  by  pain  at  the  end  of  the  act  of  micturition, 
which  continued  for  some  time.  There  was  now  also  some  definite 
increase  in  the  frequency  of  micturition. 

Four  days  before  the  man  applied  for  relief  incontinence  of 
urine  commenced,  and  pain  and  hsematuria  increased. 

On  admission  the  patient  was  found  to  be  much  emaciated  and 
exhausted  by  pain  and  loss  of  blood.  There  was  frequent  desire 
to  micturate,  and  the  passage  of  urine  caused  tenesmus.  The  urine 
contained  a  great  quantity  of  blood.  Examination  j^er  rechim,  and 
above  the  pubes  failed  to  detect  any  tumour,  and  the  bladder  was 
not  tender.  The  passage  of  a  sound  or  catheter  caused  no  pain,  but 
the  bladder  felt  rough. 

The  advisability  of  opening  the  bladder  was  considered  in  con- 
sultation, but  was  negatived  on  account  of  the  weak  condition  of 
the  patient.  The  urine  became  animoniacal  and  purulent,  the 
temperature  was  raised,  and  death  ensued  on  July  2ud,  nine  days 
after  admission. 

A  post-mortem  examination  showed  that  all  the  viscera  were 
healthy  with  the  exception  of  the  urinary  organs.  The  pelves  and 
calices  of  the  kidneys  were  dilated  and  contained  purulent  urine, 
the  renal  tissue  being  softened  and  inflamed  ;  the  ureters  were  also 
dilated. 

The  bladder  was  much  enlarged.  It  contained  some  jjurulent, 
blood-stained,  and  ammoniacal  tissue,  and  after  removal  presented 
the  following  appearance. 

Its  mucous  coat  was  covered  with  phosphates,  and  when  these 
were  removed  a  thick  villous  growth  was  displayed.  Almost  the 
entire  mucous  surface  of  the  organ  was  covered  by  a  dense  shaggy 
mass,  which  completely  i-eplaced  the  normal  lining.  The  growth 
was  white,  and  was  formed  by  innumerable  slender  villous  processes 
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more  than  an  iiifli  in  length,  and  frequently  branched.  These 
covered  all  the  inner  surface  of  the  bladder  except  a  small  portion 
of  the  fundus,  and  here  the  mucous  membrane  seemed  perfectly 
healthy.  A  very  noticeable  feature  was  that  the  muscular  coats 
were  nowhere  infiltrated  although  they  were  hypertrophied.  The 
mucous  lining  could  in  all  parts  be  separated  without  difficulty. 
There  were  no  enlarged  glands  or  secondary  growths. 

Microscopical  examination  showedthat  the  tumour  was  apapilloma, 
and  that  it  contained  no  sarcomatous  or  carcinomatous  elements. 
The  papillae  were  compound.  They  consisted  of  a  fibrous  basis  or 
central  trunk,  from  which  numerous  lateral  branches  grew,  for  the 
most  part  at  regular  intervals  and  of  regular  size.  The  papillae 
and  their  branches  were  covered  by  epithelial  cells,  many  layers  in 
thickness,  and  each  branch  terminated  in  a  little  spheroidal  or  bud- 
like process.  The  epithelial  cells  were  quite  unlike  those  commonly 
seen  in  vesical  growths,  being  very  small  and  oval  or  spheroidal. 

March  Uh,  1890. 


7.  Three  cases  of  vesical  carcinoma  of  an  unusual  type. 
By  E.  HuERY  Fenwick. 

I  HAVE  been  able  to  procui'e  a  imfit-mortem,  examination  in  a 
certain  number  of  fifty  cases  of  carcinoma  of  the  urinary 
bladder  which  have  been  under  my  care  and  observation  during 
the  last  few  years.  As  it  would  be  tedious  to  place  all  the  collec- 
tion before  the  Society,  I  have  selected  three,  each  of  which  illus- 
trates some  unusual  feature  of  malignant  vesical  disease. 

Case  1.  Vesical  carcinoma  of  unusual  rapidity,  the  "  acute  "  cha- 
racter of  ivhich  was  most  probahly  induced  by  operative  interference. — 
Mr.  E, — ,  aged  40.  Two  years  prior  to  his  being  sent  to  me  by 
Dr.  Fly  Smith  the  patient  was  in  perfect  health.  On  passing  water 
one  morning  before  breakfast  he  noticed  that  his  urine  contained 
bright  red  blood.  The  blood  was  not  in  clots,  it  was  intimately 
mixed.  He  could  not  account  for  the  haemorrhage.  He  saw  no 
more  blood,  but  began  to  experience  pain  after  passing  water — not 
during  the  act.     It  started  at  the  neck  of  the  bladder  and  travelled 
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to  the  tip  of  the  penis,  subsiding  almost  as  soon  as  it  reached  the 
glans.  The  frequency  of  micturition  was  very  variable  in  the  day, 
ranging  from  four  or  five  times  an  hour  to  once  every  hour,  but  he 
was  never  able  to  retain  his  urine  longer  than  an  hour.  Night 
urination  was  performed  thrice. 

He  apphed  at  a  London  hospital  and  was  admitted.  He  stated 
that  he  was  sounded  every  day  on  which  the  surgeon  visited  the 
ward,  "  so  certain  was  the  sm-geon  in  charge  of  his  case  that  he  was 
suffering  from  stone."  He  remained  there  six  weeks.  He  got 
better,  and  for  eight  months  was  perfectly  free  from  his  complaint. 
At  the  expiration  of  this  time  all  the  symptoms  recurred,  and  he 
applied  to  St.  George's  Hospital,  where  he  was  admitted  and  re- 
mained ten  weeks.  He  was  sounded  and  ultimately  got  completely 
well,  and  remained  in  health  for  seven  or  eight  months.  At  the 
end  of  this  period  (July,  1888j  he  noticed  on  going  to  bed  some 
bright  blood  in  his  urine.  He  came  to  me  July  16th.  On  intro- 
ducing the  cystoscope  and  without  rotating  it  there  was  seen  high 
up  upon  the  posterior  wall  a  roundish  whitish-grey  mass  the  size 
of  a  walnut.  It  appeared  to  be  situated  on  a  shelf  of  dark  red 
mucous  membrane  ;  there  was  also  evidence  of  localised  cystitis,  for 
a  transparent  film  of  mucus  floated  from  the  adjacent  bladder  wall. 
I  could  not  quite  make  out  if  the  body  was  projecting  from  the  mouth 
of  a  diverticulum  or  not,  nor  did  I  know  whether  I  was  dealing 
with  a  phosphatic  encrusted  growth  partially  hidden  by  swollen 
transverse  folds  of  mucous  membrane,  or  with  the  projecting  nose 
of  an  encysted  calculus.  I  therefore  introduced  a  sound  and 
directed  its  beak  towards  the  spot,  but  elicited  by  the  impact  no 
click  of  calculous  material.  On  August  27th,  six  weeks  after,  I 
made,  in  conjunction  with  Dr.  Fly  Smith,  another  examination 
under  ether.  The  size  of  the  body  had  increased.  Its  centre  had 
broken  down — it  was  obviously  a  tumour.  It  still  rested  upon  a 
swollen  ledge  of  purple  mucous  membrane.  I  therefore  performed 
supra-pubic  cystotomy  in  order  to  remove  it,  arguing  that  a 
growth  which  had  remained  for  two  periods  of  eight  months 
quiescent,  which  had  after  two  years'  existence  only  reached  the 
size  of  a  walnut,  and  which  finally  had  a  pedunculation  to  the 
superior  part  of  the  posterior  wall,  could  not  be  of  a  malignant 
nature. 

On  inserting  my  finger  through  the  supra-pubic  wound  into  the 
bladder   I   found   a  large  walnut-sized  growth  with  a  quill-thick 
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pedicle  attached  to  the  posterior  upper  wall.  I  clamped  the  slender 
peduncle  with  a  Wells  forceps,  and  cut  the  tumour  away,  extracting 
it  through  the  wound.  I  then  everted  the  stump  and  the  sur- 
rounding  mucous  membrane  by  slight  traction  upon  the  forceps,  so 
as  to  examine  the  base  and  make  sure  of  removing  every  trace  of 
the  growth.  The  stump  was  burnt  through  with  a  Pacquelin  cautery 
knife,  and  the  site  well  seared.  The  entire  bladder  was  thoroughly 
searched,  and  proved  to  be  absolutely  free  from  any  deposit  visible 
or  feelable.  With  appropriate  drainage  the  patient  rapidly  healed, 
and  left  the  hospital  in  three  weeks.  Mr.  D'Arcy  Power  reported 
upon  this  growth  as  follows :  "  The  growth  must  be  considered  a 
soft  alveolar  carcinoma."  In  exactly  three  months  the  patient 
returned,  complaining  that  the  operation  scar  was  very  thick  and 
painful.  The  scar  had  evidently  become  carcinomatous  ;  an  ulcer- 
ated button  of  new  growth  projected  from  the  middle  of  the  scar ; 
the  neighbouring  skin  was  greatly  inflamed  and  oedematous. 

On  passing  the  cystoscope  I  was  not  surjjrised  to  see  on  the 
corresponding  internal  scar  a  growth  which  was  a.  perfect  duplicate 
of  the  one  I  bad  removed  three  months  previously  whilst  an- 
other sprang  from  the  site  (?)  of  the  latter.  The  mucous  membrane 
on  each  side  of  this  brilliant  white  phosphatic-covered  growth  was 
elevated  into  the  longitudinal  bright  red  rugae  of  acute  congestion 
— an  unhappy  augury  for  the  future  progress  of  the  growth.  The 
patient  could  retain  half  a  pint  of  urine.  He  had  no  pain,  no  blood, 
no  frequency.  In  a  week's  time,  however,  he  complained  of  a  re- 
turn of  his  former  distressing  symj^toms,  which  increased  in  severity 
so  rapidly  that  I  was  forced  to  drain  the  bladder  by  a  boutonniere 
four  months  after  the  supra-pubic  operation,  and  found  it  filled 
with  soft  carcinoma.  Evidently  the  growth  and  fusion  of  the 
two  independent  centres  had  been  extremely  rapid.  The  patient 
died  shortly  afterwards,  worn  out  with  spasmodic  pain,  which 
neither  supra-pubic  combined  with  perinseal  drainage  nor  free 
opiates  could  relieve 

I  was  allowed  to  examine  the  body.  On  opening  the  abdomen 
the  bladder  was  seen  projecting  out  of  the  pelvis,  apparently  dis- 
tended with  urine.  It  was  removed  ew  masse  On  opening  it,  it 
was  found,  however,  filled  with  soft  malignant  growth,  which  was 
proved,  after  the  debris  of  necrotic  growth,  phosphatic  grit,  and 
pus  was  washed  away,  to  be  springing  from  the  middle  zone  of  the 
bladder.     A  small  free  space  could  be  made  at  the  apex,  and  the 


176  GENITO-URINARY    ORGANS. 

trigone  had  not  been  encroached  upon,  although  it  was  ulcerated 
bj  direct  pressure.  These  two  free  spaces,  however,  could  only 
have  been  potential,  for  when  the  bladder  was  strongly  contracted, 
as  it  must  have  been  in  life,  the  median  tumour  must  have  filled 
up  both  these  uniuvaded  areas  The  notable  feature  is  that  six 
weeks  before  death  there  were  two  isolated  buttons  of  growth 
visible  on  the  wall  of  this  bladder,  and  that  the  mass  which  I  now 
show  you  grew  in  that  short  time. 

I  should  like,  apropos  of  the  pedunculatiou  of  this  growth,  to 
make  the  following  remarks  upon  carcinomatous  tumours  j)ossess- 
ing  pedicles.  As  pedicled  vesical  groAvths  are  the  most  favorable 
for  operative  interference,  I  examined  carefully  100  specimens  of 
cancer  of  the  bladder  to  ascertain  the  frequency  with  which  a  pedun- 
culated carcinoma  would  be  met  with,  believing  that  such  an  in- 
vestigation would  be  of  value  in  deciding  the  advisability  of  inter- 
fering with  carcinomata.  I  found  j^edunculation  extremely  i-are — 
3  per  cent. 

Since  1  have  investigated  the  early  stages  of  cancer  by  means  of 
the  incandescent-lamp  cystoscope  I  have  found  that  stalked  cancers 
are  not  so  uncommon,  and  1  have  realised  that  my  statistical  ob- 
servations are  almost  worthless  upon  this  point,  because  they  have 
been  made  upon  the  dead  and — if  I  may  use  the  term — completed 
subject.  Five  pedicled  carcinomata,  one  of  which  I  have  just 
quoted,  have  passed  through  my  hands  in  the  last  year,  which 
gives  a  percentage  of  nearly  10  per  cent.  This  will  probably  be 
proved  to  be  still  higher  as  the  examination  is  made  in  still  earlier 
stages. 

Case  2.  To  ilhistrate  the  spread  or  invasion  of  vesical  carcinoma 
in  an  unusual  direction. — Mr.  Gr — ,  aged  65,  who  had  been  under 
the  care  of  Dr.  Wilks  and  Mr.  Evan  Llewellyn  with  diabetes,  was 
referred  to  me  in  March,  1889,  by  the  latter,  to  investigate  the 
cause  of  a  profuse  and  persistent  haematuria. 

Eighteen  months  ago  blood  appeared  in  the  urine,  but  for  once 
only.  A  year  afterwards  a  blood-red  sediment  was  noticed,  the 
patient  having  been  quite  well  in  the  interval;  this  deposit  in- 
creased gradually  in  amount,  its  colour  changing  from  mahogany 
to  cofEee-gi'ounds.  He  then  noticed  that  after  he  had  passed 
water  he  was  desirous  of  passing  some  more,  and  the  few  drops 
which  he  tlien  was  able,  with  straining,  to  evacuate  were  of  bright 
red  blood.     He  suffered  i)ain  for  two  or  three  hours  after  the  act. 
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He  had  no  impediment  to  the  stream,  which  was  forcible  and  full. 
He  passed  water  only  once  in  the  night.  This  continued  until 
January,  1889,  when  he  began  to  urinate  much  blood  with  the 
water,  but  the  amount  of  the  former  varied.  Occasionally,  when 
the  urine  was  free  of  blood,  he  experienced  pain  at  the  glans  penis. 

Electric  cystoscopy. — "  Large  amount  of  blood  present,  and  it  con- 
tinues to  pour  out  from  a  malignant  surface,  regardless  of  fre- 
quent washing.  The  right  half  of  the  trigone  is  covered  with 
gelatinous,  upraised  nodules."  No  reaction  excej^t  a  profuse  attack 
of  bleeding. 

I  never  saw  this  patient  again.  His  medical  attendants,  Drs. 
Llewellyn  and  Hughes-Davies,  have  supplied  me  with  the  following 
notes  of  his  progress,  and  to  the  latter  gentleman  I  am  indebted 
for  obtaining  for  me  at  great  risk  and  with  much  trouble  this 
very  valuable  specimen  which  I  now  show  you. 

April,  1889. — "The  patient  is  still  passing  a  good  deal  of  bloody 
urine,  but  the  clots  are  now  few  and  small  compared  to  those 
voided  previously.  His  general  health  is  good,  but  he  suffers  from 
insomnia,  which  is  perhaj)s  due  to  his  mind  constantly  dwelling 
upon  his  trouble,  which  he  views  with  gloomy  forebodings.  He 
still  complains  of  a  glans-peuis  pain,  and  of  a  '  heaviness '  in  the 
right  bladder  region." 

July,  1889. — "  Patient  is  fast  going  downhill ;  he  suifers  excru- 
ciating pain  in  the  lumbar  region,  especially  on  sitting ;  locomotion 
is  intensely  painful.  The  urine  is  voided  every  two  or  three  hours, 
night  and  day.  There  is  less  blood,  but  considerable  quantities  of 
phosphatic  material  are  passed  in  the  shape  of  pellets.  A  fort- 
night ago  oedema  of  the  right  leg  appeared.  This  has  now,  however, 
subsided." 

August,  1889. — "  Patient  has,  I  suspect,  a  secondary  dej)osit  in 
the  cervical  region,  for  he  was  suddenly  seized  with  agonising 
pain  in  that  region,  and  this  was  followed  by  paralysis  and  wasting 
of  the  right  arm.     He  also  has  some  difficulty  of  articulation. 

August  16th,  1889. — Dr.  Hughes-Davies  wrote  announcing  the 
patient's  death,  and  also  that  he  had  secured  the  bladder,  but 
could  not  verify  the  suspected  deposit  in  the  brain  and  cervical 
region.  He  says,  "  I  found  no  stone,  but  the  mucous  surface  of  the 
bladder  was  thickly  coated  with  a  phosphatic  deposit,  considerable 
quantities  of  which  escaped  into  the  abdominal  cavity  when  I 
divided  the  urethra  and  removed  the  bladder." 

12 
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It  will  be  seen  that  this  bladder  is  somewhat  contracted,  but 
that  no  tumour  or  growth  is  visible  within  its  cavity.  The  entire 
STirface  is  shreddy  and  powdered  with  phosphatic  grit.  On  the 
right  half  of  the  trigone  and  around  the  right  uretex-al  orifice  the 
surface  is  very  slightly  elevated,  and  on  careful  inspection  is  clearly 
neoplastic  in  character.  Section  corroborates  this.  On  turning  the 
bladder  on  to  its  face  an  enormous  growth  is  seen  surrounding  the 
right  ureter,  and  stretching  along  it  as  far  as  the  upper  margin  of 
the  pelvis.  The  prostate  is  apparently  healthy.  Circuinureteral 
growth  is  rare.  A  specimen  somewhat  similar  to  this  is  in  the 
Westminster  Hospital  Museum,  486. 

Had  I  not  examined  and  reported  upon  this  patient's  bladder 
four  months  before  death,  I  should  have  been  inclined  to  believe 
that  the  circumureteral  growth  was  primary,  and  that  the  bladder 
had  been  subsequently  though  slightly  invaded.  I  am,  however, 
forced  to  conclude  that  the  disease  originated  at  the  right  half  of 
the  trigone,  and  subsequently  spreads  backwards  and  upwards 
along  the  ureter. 

Case  3.  To  illustrate  an  unusual  method  of  the  multiplication  of 
the  deposits  of  cancer  in  the  bladder,  viz.  hy  "  contact  "  or  by  "  inocu- 
lation.''^— W.  S — ,  aged  35,  came  to  St.  Peter's  Hospital  complain- 
ing of  hsematuria  and  post-scrotal  pain  of  three  months'  duration. 
"  Three  and  a  half  months  ago  he  felt  a  sudden  '  stitch-like  pain  ' 
in  his  left  side,  and  a  quarter  of  an  hour  after  he  passed  water 
of  a  beef-tea  colour.  Nine  days  after  this,  on  returning  from  a 
long  walk,  he  passed  pure  blood  at  the  end  of  making  water.  He 
had  then  no  pain  and  no  frequency.  The  bleeding  disappeared. 
In  seven  days'  time  he  had  another  and  a  precisely  similar  attack. 
He  consulted  various  medical  men  and  attended  St.  Bartholomew's. 
He  was  sounded  with  negative  results  by  a  very  capable  surgeon, 
and  did  not  bleed  after  the  instrumentation.  Gradually  post- 
scrotal  pain  was  felt  on  micturition,  and  the  blood  became  constant. 
He  now  passes  water  every  hour  or  every  hoiir  and  a  half,  and 
gets  up  four  times  at  night.  Residual  urine  amounts  to 
2  oz."  As  the  symptoms  were  not  characteristic  of  stone  I  exa- 
mined him  with  the  cystoscope  first,  and  saw  a  brownish  irregular 
body  enveloped  in  a  haze  of  mucus,  which  no  amount  of  washing 
out  would  remove.  The  body  sprang  from  the  left  side  of  the  base 
of  the  bladder  by  the  left  ureter.  I  was  uncertain  as  to  whether  I 
was   dealing   with  a  phosphatic    blood-encrusted   growth   or  an 
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encysted  calculus.  On  passiug  tlae  sound  a  stone  could  be  felt  far 
back  in  the  bladder  on  the  left  side.  Per  rectum  a  hardened  lump 
could  be  felt  in  the  corresponding  area.  The  patient  was  admitted 
into  St.  Peter's  Hospital  under  the  care  of  my  senior,  Mr.  Coulson, 
who  introduced  a  lithotrite,  but  the  body  could  not  be  grasped  in 
any  position  of  the  instrument.  The  male  blade  scraped  the 
surface,  bi-inging  away  brownish  muco-phosphatic  material.  The 
cystoscope  was  again  used,  and  the  track  of  the  lithotrite  jaw  could 
be  seen  upon  the  surface  of  the  projecting  nose  of  the  body.  Next 
day  the  patient  passed  a  quantity  of  calculous  material  like  split 
percussion-caps,  which  I  now  place  before  you.  The  patient  began 
to  lose  jSesh  and  strength  rapidly,  and  finally  died  exhausted. 

On  opening  the  abdomen  the  bladder  was  seen  low  in  the  pelvis  ; 
it  felt  as  if  it  were  distended  with  soft  cancer.  This  supposition 
proved  correct,  but  the  malignant  growth  was  arranged  in  three 
masses.  One,  the  smallest,  was  centrally  placed  on  the  posterior 
wall ;  in  shape  it  was  like  a  bisected  hen's  egg.  Two  others  were 
placed  respectively  on  the  lateral  walls,  each  having  a  concave 
sloughy  surface,  which  was  found  to  cover  completely  the  corre- 
sponding half  of  the  convex  tumour  springing  from  the  posterior 
wall.     The  intervening  mucous  membrane  was  uninvaded. 

It  could  be  seen  that  these  two  lateral  pieces  fitted  accurately 
over  the  posterior  wall  growth  and  completely  obscured  it.  This 
latter  mass  I  take  to  be  the  original  tumour,  and  its  two  ear-shaped 
satellites  as  developed  from  it  by  inoculation. 

A  few  cupped  crusts  of  lime  phosphate  were  found  moulded  into 
the  rounded  lobules  of  the  growth  ;  they  afforded  evidence  of  the 
cause  for  the  mistaken  diagnosis,  and  an  indication  of  the  origin  of 
the  calculous  material  which  the  patient  had  passed.  I  have  re- 
ferred to  the  subject  of  carcinoma  developed  by  contact  in  the 
•Path.  Soc.  Trans.,'  vol.  xxxix,  p.  178.  December  Srd,  1889. 
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8.  Carcinoma  of  bladder  secondary  to  breast.     [Card 
specimen.) 

By  J.  H.  Targett,  M.B.,  M.S. 

HISTORY. — Susan  G — ,  aged  56,  was  admitted  under  Dr.  Gull, 
in  1855,  for  numbness  and  loss  of  power  in  the  right  arm,  of 
six  months'  duration.  A  hard  tumour  was  found  on  the  right  side 
of  the  chest,  involving  the  breast  and  extending  to  the  axilla.  The 
patient  had  noticed  this  tumour  about  six  months  before,  but  had 
attached  no  importance  to  it.  She  suffered  from  cough  and  dys- 
pnoea, which  gradually  became  worse,  and  she  died  ten  weeks  after 
admissiou. 

Post-mortem. — There  was  a  scirrhous  cancer  in  the  right  breast, 
and  abundant  secondary  deposits  in  the  lungs,  pleura,  pericardium, 
mediastinal  and  lumbar  glands.  The  right  brachial  plexus  beneath 
the  clavicle  and  in  the  axilla  was  surrounded  and  infiltrated  with 
new  growth. 

At  the  fundus  of  the  bladder  and  extending  down  its  posterior 
wall  was  a  hard  mass  of  growth,  situated  entirely  in  the  muscular 
coat.  It  formed  a  lenticular  swelling  about  two  inches  in  diameter, 
and  half  an  inch  at  its  thickest  part.  The  mucous  membrane  was 
unaffected,  being  separated  from  the  tumour  by  a  thiu  stratum  of 
muscular  fibres ;  and  the  peritoneal  coat,  though  adherent  to  the 
growth,  was  not  invaded  by  it.  The  remainder  of  the  bladder  was 
quite  healthy.  In  the  report  of  the  autopsy  it  is  stated  that  "  the 
disease  of  the  bladder  was  quite  isolated  from  any  other." 

Microscopically  the  growth  is  a  scirrhous  carcinoma,  consisting  of 
small  alveoli  embedded  in  much  fibrous  tissue.  It  is  foxind  between 
and  within  the  bundles  of  muscular  fibres,  and  is  most  abundant  in 
the  deeper  parts  of  the  muscular  coat,  away  from  the  mucous 
surface. 

Remarks. — This  appears  to  be  an  example  of  true  secondary 
deposit  of  carcinoma  in  the  bladder.  It  could  not  have  resulted 
from  "contact,"  or  "transference,"  such  as  is  not  unfrequently 
observed  in  the  pouch  of  Douglas  in  cases  of  cancer  within  the 
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abdominal  cavity  ;  for  the  peritoneal  surface  was  quite  smooth,  and, 
excepting  the  lumbar  glands,  there  was  no  disease  in  the  abdomen. 
Mr.  Hurry  Fenwick  met  with  only  five  other  examples  of  secon- 
dary deposit  in  the  bladder  among  the  records  of  nearly  600 
cases  of  tumours  of  the  bladder.  Of  these  four  were  sarcomata, 
and  the  fifth  was  from  a  ptatient  who  died  of  cancer  of  the  stomach 
and  liver.  The  specimen  exhibited  is  in  the  museum  of  Guy's 
Hospital.  March  18fh,  1890. 


9.  Spontaneous  fracture  of  a  renal  calculus. 
By  W.  BEtrcE  Clarke,  M.B. 

THE  history  of  the  patient  from  which  this  specimen  has  been 
obtained  is  as  follows  : 

Has  had  symptoms  of  renal  calculus  on  the  right  side  for  some 
years.  He  is  otherwise  healthy,  and  aged  48  years.  States  he  has 
from  time  to  time  passed  some  gravel  with  his  urine.  I  have  tested 
his  urine  on  more  than  one  occasion,  but  it  has  always  been  acid  in 
character  and  usually  clear.  There  are  occasional  traces  of  pus 
in  it. 

In  Febi-uary  or  March  of  the  present  year  he  had  a  sudden 
accession  of  pain,  and  passed  some  gritty  material  which  gave  him 
more  pain  than  the  gravel  he  had  passed  before. 

On  March  12th  of  the  present  year  I  saw  him,  and  he  stated  that 
for  some  days  he  had  been  suffering  excruciating  pain,  which 
radiated  down  into  his  right  testicle,  but  which  was  completely 
relieved  the  day  before  by  the  passage  of  a  small  calculus,  which 
he  brought  with  him. 

There  can,  I  think,  be  no  doubt  that  the  piece  of  calculus  here 
exhibited  has  been  broken  off  from  some  larger  calculus,  and,  from 
the  symptoms,  which  have  so  clearly  pointed  to  renal  calculus  and 
renal  colic,  there  seems  but  little  doubt  that  the  stone  in  question 
has  been  broken  off  presumably  from  a  renal  calculus  by  spon- 
taneous fracture.     Unfortunately,  none  of  the  other  and  smaller 
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fragments  "whicL.  be  had  recently  passed  were  preserved,  and  no 
further  fragments  have  been  since  passed.     Should  his  symptoms 

Woodcut  0. 


The  smaller  of  the  two  cuts  depicts  the  exact  size  of  the  calculus ;  the 
larger  one,  enlarged  twice,  shows  more  accurately  its  structure. 

return,  he  has  promised  to  make  cai*eful  search  for  fi*agments  and 
to  preserve  them.  May  20th,  1890. 
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10.  A  case  of  spontaneous  fracture  of  pisiform  urinary  calculi. 
By  WiiiBERFORCE  Smith,  M.D.,  and  E.  Hueey  Fenwick. 

THERE  are  three  reasons  for  bringing  this  case  and  the  accompany- 
ing specimens  forward.  In  the  first  place,  instances  of  calculi 
undergoing  fracture  spontaneously  within  the  urinary  bladder 
are  sufl&ciently  rare  to  warrant  each  case  being  recorded  ;  secondly, 
the  history  of  the  patient  who  passes  these  broken  calculi  affords 
a  clue  to  the  causation  of  the  disrupting  jjrocess ;  and  lastly,  some 
of  these  calculi  have  been  passed  unbroken,  and  therefore  still 
retain  their  nuclei.  It  will  be  remembered  that  Dr.  Ord,  from  whom 
our  knowledge  of  the  subject  is  mainly  derived,  was  unable  to  find 
the  centres  of  the  broken-up  pisiform  calculi  which  he  examined 
in  order  to  ascertain  the  reason  for  their  spontaneous  fracture. 
This  case,  then,  not  only  strongly  corroborates  the  soundness  of  Dr. 
Ord's  views  on  the  subject,  as  regards  the  pisiform  group,  but  it 
also  supplies  a  link  which  is  missing  in  the  majority  of  the  cases 
hitherto  observed. 

Mr.  C— ,  aged  68,  is  a  gentleman  of  gouty  habit,  who  has  been 
under  the  care  of  Dr.  Wilberforce  Smith  for  thirteen  years  with 
various  slight  ailments  unconnected  with  the  urinary  organs.  The 
urine  has,  however,  been  tested  many  times  during  this  j)eriod.  It 
has  usually  presented  traces  of  albumen,  whilst  its  specific  gravity 
has  been  generally  about  1010. 

During  the  last  few  years  the  urine  has  deposited  uric  acid  crys- 
tals (cayenne  pepper),  and  latterly  these  concretions  have  gradu- 
ally increased  in  size,  until  they  were  voided  in  the  shape  of  small 
calculi  (mustard-seed  calcuU).  Traces  of  blood  were  discovered 
coincidently  in  his  water,  and  he  began  to  suffer  an  uneasiness 
approaching  to  discomfort  in  the  perinseum  and  penis  quite  inde- 
pendent of  micturition.  He  was  advised  to  go  to  Contrexville. 
During  and  after  taking  the  waters  at  that  place,  he  noticed  that 
the  small  reddish-yellow  stones  which  he  was  in  the  habit  of  passing 
gradually  became  larger  and  whiter  until  each  resembled  a  large 
pea  in  size  and  shape. 

On  returning  to  England  the  patient  commenced  to  evacuate 
pieces  of  calculi  with  his  water.     These  fragments  appeared  so 
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f  I'equently,  that  lie  made  the  collection  now  placed  before  the  Society. 
Three  points  are  noteworthy. 

First,  the  patient  has  been  lately  fitted  with  a  new  set  of  false 
teeth,  and  Dr.  Smith  has  noticed  that  the  urine  which  for  many 
years  had  a  specific  gravity  of  1010  rose  at  this  time  of  impi'oved 
mastication  to  1020,  and  that  it  has  since  maintained  this  density. 

Secondly,  the  patient  on  examination  is  proved  to  have  an  enlarge- 
ment of  the  i^rostate  towards  the  bladder,  and  consequently  a  post- 
prostatic  pouch  or  depression  has  been  formed  which  contains  an 
ounce  or  two  of  residual  urine. 

Thirdly,  this  residuum  does  not  trouble  him  much,  nor  has  it  set 
up  any  cystitis,  for  no  pus  has  been  found  in  the  urine  ;  nor  is  there 
any  tendency  to  rapid  decomposition  of  the  water,  which  he  voids 
naturally  and  without  difficulty. 

On  examining  this  collection  it  will  be  realised  at  once  how  exactly 
similar  these  fragments  are  to  those  placed  on  record  by  Dr.  Oi*d 
(vide  '  Path.  Soc.  Trans.,'  vol.  xxviii,  et  seq.). 

Here  are  numerous  fragments  and  some  entire  pisiform  calculi. 
Each  fragment  is  the  segment  of  a  sphere  with  a  small  central 
cavity;  the  edges  are  in  most  instances  smooth  and  water-worn ;  the 
outer  surface  is  coated  with  a  thin  fawn-coloui*ed  deposit  of  ammonia 
urate.  One  of  the  entire  calculi  was  handed  over  to  Dr.  Bernays 
through  the  courtesy  of  Mr.  Shattock,  and  the  following  account 
and  chemical  composition  was  received  from  the  latter: — "Each 
calculus  is  composedroughly  of  three  well-marked  concentric  layers, 
viz.  a  nucleus,  a  perinucleus,  and  a  crust.  The  nucleus  contains 
one  seventh  phosphatic  material,  the  perinucleus  has  one  fourth 
phosphatic  material,  and  the  crust  a  little  less  of  the  same  than  the 
perinucleus.  The  main  substance  of  each  layer  is  uric  acid  and 
urate  of  ammonia." 

It  is  obvious  from  naked-eye  appearances  that  the  calculi  have 
been  built  by  successive  depositions  upon  renal  nuclei.  This  manu- 
facture, judging  by  the  absence  of  ureteral  symptoms  and  tlie  size 
of  the  mature  stones,  has  taken  place  in  the  bladder,  and  without 
doubt  in  that  part  of  the  bladder  which  is  withdrawn  from  the 
through  current,  viz.  in  the  post-prostatic  jKuich.  Tlie  deposition 
has  been  favoured  by  the  concentration  of  the  urine  which  is  in- 
duced by  such  basal  depressions. 

The  characters  of  the  layers — the  admixture  of  urate  and  phos- 
phate— point,  in  the  absence  of  pus  in  the  urine,  to  fluctuations  in 
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the  composition  of  the  urine.  It  is  known  from  the  history,  that 
the  patient  underwent  a  course  of  alkali  waters,  aud  it  is  a  natural 
inference  that  such  alkali  ingestion  was  one  of  the  causes  for  the 
increase  in  the  size  of  the  stones. 

Next  as  regards  the  disruption.  Dr.  Ord's  theory  of  the  causa- 
tion of  spontaneous  fracture  of  pisiform  stones  is,  that  the  nucleus 
expands  consequent  upon  some  change  in  the  urine,  and  acts  upon 
the  crust  of  the  calculus  in  the  same  way  as  the  bursting-charge 
would  disrupt  a  shell.  The  perinuclear  layer  of  this  stone,  composed 
as  it  is  of  loose  phosphatic  material,  would  in  all  probability  tend 
to  swell  perhaps  more  than  the  nucleus,  for  the  former  is  composed, 
roughly,  one  fourth  of  phosphates,  and  the  latter  only  contains  one 
seventh.  We  submit  then,  in  this  case,  that  it  is  more  probable 
that  the  perinuclear  layers,  and  not  the  nuclear,  acted  as  the 
"  bursting-charges." 

A  glance  at  the  accompanying  references  will  show  that  most  of 
the  cases  recorded  have  occurred  in  old  men  about  the  enlarged 
prostatic  age. 


No.[ 

Author  and     | 
reference. 

¥ex. 
M. 

Age. 
83 

Description  of  symptoms. 

Description  of  calculus. 

1 

Dr.  Ord, 

Path.  Trans., 

vol.  xxviii, 

p.  170 

Enormous  number  of  cal- 
culi   passed     with     but 
little  pain  or  difficulty 

Uric  acid,  with  a  coating 
of  neutral  urates 

2 

Dr.  Ord, 

ibid., 

vol.  xxix, 

p.  161 

M. 

56 

No     vesical     symptoms ; 
urine     copious,     limpid, 
free  from  deposit 

Pisiform,  central  hoUow ; 
uric  acid,  no  ntideus. 

3 

Dr.  Ord, 
ibid. 

M. 

63 

Symptoms  of  stone 

Pisiform,  nucleus  want- 
ing, pure  uric  acid. 

4 

Dr.  Kraus, 
ibid., 

vol.    XXX, 

p.  314 

M. 

78 

Renal  colic  at  Carlsbad ; 
passed  renal  calculi;   3^ 
months    afterwards    pa- 
tient    passed    hazel-nut 
size  stones  disrupted 

Loosely  built  acid  urates, 
spherical  calculi,  nuclei 
present,  no  alkaline  era. 

5 

Dr.  Ord, 
ibid., 
p.  318 

M. 

64 

3  years  renal  colic,  1  year 
vesical  symptoms 

Three  calculi  disrupted ; 
each  contains  oval  nu- 
cleus in  three  loose 
layers. 
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No. 


Author  and     •  ggj^ 
reference.      1 


10 


Path.  Trans., 

vol.  x.xxii, 

p.  304 


Mr.  Sydney 

Jones,  ibid., 

vol.  xxxvii, 

p.  321 

A  117, 

!Mus.  R.  C,  S. 

Mr.  Clutton, 

Path.  Trans., 

vol.  xxxvii, 

p.  824 

Symonds, 

Annals  of 

Surgery, 

April,  1889 


Age. 


6        Dr.  Ord,       M.     69    Vesical     symptoms      for 


M. 


M. 


M. 


Description  of  symptoms. 


some  years 


81 


Description  of  calculus. 


Pisiform,  mustard-seed ; 
laminae  eroded  from 
without ;  spores  and 
mycelium  of  a  fungus 
visible. 


4 years' symptoms, during  Size  of  a  marble;  uric 
which  time  patient  has  acid ;  peeling  off  layer 
passed  the  shells  by  layer. 


65 —  5  years'  symptoms 
70 


16 


Segmentation;  a  gradual 
process. 


Impaction  of  calculus  in  Phosphatic  interior  with 


urethra 


an    envelope    of    calc. 
oxalate. 


ApHl  15th,  1890. 


11.   Two  cases  of  spontaneous  fracture  and  reunion  of  vesical 

calculi. 

By  BucKSTON  Browne. 

I  HAVE  the  honour  of  bringing  before  tbe  Society  to-night  two 
cases  where  uric  acid  calculi  have  broken  up  in  the  bladder,  in 
both  of  which  complete  and  incomplete  calculi  and  fragments 
became  cemented  together — in  the  one  case  by  uric  acid  deposit, 
and  in  the  other  by  phosphatic  matter,  resulting  in  the  production 
of  new  calculous  formations. 

I  saw  the  first  case  last  June  with  Dr.  Wolfenden  Collins,  of 
Sydenham.  Mr.  W.  H.  M — ,  aged  70,  had  suffered  from  great 
vesical  irritation  for  some  time.  On  sounding  we  felt  several 
stones,  and,  owing  to  the  large  amount  of  prostatic  hypertrophy 
present,  we  decided  to  remove  them  by  supra-pubic  lithotomy, 
rather  than  by  lithotrity.  Mr.  Jonathan  Hutchinson  has  observed 
that,  at  any  rate,  one  objection  which  can  be  urged  against  the 
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operation  of  litliotrity  is  that  it  spoils  so  many  interesting  museum 
specimens  ;  and  cei'tainly  the  unusual  formation  of  the  twelve 
calculi — or  rather  twelve  calculous  masses — I  removed  from  this 
patient  would  have  been  entirely  unobserved  had  lithotrity  been 
resorted  to  for  their  removal.  They  weighed  200  grains,  and 
were  composed  of  uric  acid ;  but  their  weight  does  not  adequately 
express  their  size,  because  they  are  full  of  chambers  and  irregular 
spaces.  In  the  middle  of  the  box  in  which  they  are  exhibited  is 
placed  a  solid  uric  acid  calculus  which  was  j^robably  originally 
the  centre  of  a  laminated  uric  acid  stone.  The  other  masses  ap- 
pear to  consist  of  fragments  of  laminse  and  smaller  individual 
calculi,  all  broken  up  and  afterwards  cemented  together.  On 
looking  closely  at  some  of  the  masses  it  will  be  noted  that  the 
centres  of  many  of  the  smaller  calculi  appear  to  have  been  washed 
away  or  dissolved.  My  explanation  of  the  formation  of  these 
concretions  is  that  originally  the  case  was  one  of  multiple  uric  acid 
calculi,  and  that  from  the  loose  connection  between  the  laminae  and 
from  the  movements  of  the  body  the  calculi  broke  up,  and  that 
afterwards  the  fragments  became  cemented  together  by  fresh  de- 
posits of  uric  acid.  It  is  evident  that  the  centre  of  the  largest 
calculus  did  not  explode,  as  has  been  suggested  by  Dr.  Ord  as  an 
occasional  cause  of  spontaneous  fracture  of  calculi ;  but  from  the 
appearance  of  some  of  the  smaller  stones,  and  the  very  peculiar 
rings  of  stone  on  some  of  the  concretions,  it  is  not  improbable 
that  this  was  the  cause  of  the  breaking  up  of  some  of  the  calculi. 

The  second  case  is  one  of  a  calculus,  the  debris  of  which  weighs 
1770  grains,  which  I  removed  by  lithotrity  (it  is  therefore  an  in- 
teresting museum  specimen  spoiled)  ;  it  consisted  of  numbers  of  uric 
acid  calculi  as  large  as  cherry-stones,  more  or  less  spontaneously 
fractured  and  cemented  together  into  a  vesical  mass  by  phosphatic 
deposit.  The  patient,  whose  age  was  70,  passed  his  first  stone  in 
1865,  and  off  and  on  for  twenty-five  years  calculi  and  fragments  of 
calculi  came  away.  In  1880  he  was  obliged  to  submit  to  lithotrity. 
In  1889  he  went  to  Contrexville,  and  while  there  passed  many 
fragments  of  uric  acid  calculi.  When  Mr.  Manley  Sims  brought 
him  to  me  in  October,  1889,  the  urine  was  excessively  alkaline,  and 
the  bladder  habitually  retained  six  ounces  of  decomposing  urine. 
A  calculous  mass  was  found  in  the  bladder,  and,  although  very  large, 
it  was  soft  and  easily  broken  up  by  the  lithotrite.  Upon  examina- 
tion the  debris  was  found  to  consist  of  numerous  uric  acid  calculi 
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and  broken  lammse,  and  much  phosphatic  matter.  Many  of  the 
calculi  show  portions  of  fractiired  laminae  still  adherent  to  their 
centres,  and  the  centres  are  all  intact. 

Dr.  Prout  taught  that  the  best  solvent  for,  and  disintegrator  of, 
urinary  calculi  was  perfectly  healthy  iirine,  and  in  this  case  the  frac- 
ture of  the  calculi  was  probably  not  spontaneous — that  is,  not  due  to 
internal  causes;  but  the  formation  of  the  calculi  and  their  subsequent 
disintegration  was  due  to  alternating  conditions  of  healthy  and  of 
unhealthy  urine  for  a  period  of  twenty-five  years.  Since  the 
operation — that  is,  for  six  months — the  patient  has  been  carefully 
dieted,  and  has  not  passed  a  particle  of  calculous  matter. 

In  considering  the  question  of  what  we  may  call  the  non-instru- 
mental fracture  of  calculi  within  the  body,  of  which  true  spon- 
taneous fracture  is  j)robably  only  a  variety,  I  should  like  to  put 
the  following  questions  to  the  Society : 

1.  Do  renal  calculi  ever  break  in  the  kidney  ? 

2.  Is  there  a  well-authenticated  case  of  fracture  of  any  calculus 
other  than  a  uric  acid  one  P 

3.  Are  not  the  cases  in  which  fracture  occurs  nearly  always  those 
of  multiple  uric  acid  calculi  ? 

4.  Does  the  alkali  in  the  water  of  many  a  watering-place  really 
deserve  the  credit  of  breaking  up  and  bringing  away  stones  ;  but 
rather  is  not  the  disintegration  of  the  calculi  due  to  being  bathed 
by  healthy  urine,  the  result  of  drinking  freely  of  water,  and  of  the 
fresh  air,  exercise,  and  somewhat  restricted  diet  usually  imposed 
upon  the  frequenters  of  these  health  resorts  ?     April  15th,  1890. 


12.    Unusually  large  urethral  calculi.     {Card  specimen.) 

By  E.  Hurry  Fenwick. 

[With  Plate  IX.] 

mHE  following  specimens  of  urethral  calculi,  which  I  have  selected 
-L  from  my  collection  of  urethral  stones,  will  serve  to  illusti*ate 
certain  features  which  are  but  seldom  observed  in  such  concretions. 
Thus,  these  calculi  are  remarkably  large ;  they  were  all  found 
encysted  in  the  extra-urethral  tissues,  the  orifice  of  each  sac  com- 
municated by  a  larger  or  smaller  aperture  with  the  main  chUnijel. 


BESCUIPTION  OF  PLATE  IX. 

Illustrating  Mr.  Hurry  Fenwick's  paper  on  Urethral  Calculi. 
(Page  188.) 

All  the  figures  are  of  the  natural  size. 

Fig.  1. — Penile  stone  described  in  Case  1. 

Fig.  2. — Membrano-prostatic  stone.     (Case  4.) 

Fig.  3. — Articulating  membranous  urethral  stone.     (Case  2.) 

Fig.  4. — Prostatic  stones.     (Case  3.) 
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Moreover,  the  calculi  represent  the  variety  of  shapes  which  are 
assumed  by  concretions  moulded  in  the  various  sections  of  the 
urethral  canal. 

Case  1.  Penile  stone — This  stone,  which  weighs  an  ounce,  and 
which  measures  S^  inches  in  length,  1  inch  in  transverse  dia- 
meter, and  3  inches  in  cii'cumference  at  its  broadest  part,  was  dis- 
covered in  the  penile  urethra  of  an  old  man  aged  67,  by  my 
colleague  Mr.  Waren  Tay.  The  patient  was  very  kindly  handed 
over  to  me,  and  my  notes  are  as  follows  : 

"  J.  W — ,  aged  67,  a  tailor  ;  has  lived  a  sedentai'y  life  for  thirty 
years;  has  suifered  from  difficulty  in  micturition  for  eight  or 
nine  years.  Three  years  ago  he  passed  blood  at  the  end  of  the 
act.  He  urinates  now  every  two  hours,  and  suffers  pain,  which  he 
refers  to  the  penis,  during  the  passage  of  the  water,  and  which  be- 
comes intense  on  the  completion  of  the  flow.  He  has  a  double 
inguinal  hernia  of  very  large  size.  On  placing  the  hand  on  the 
post- scrotal  region  a  hard  body  is  felt  in  the  position  of  the  urethra  ; 
this  body  can  be  traced  forwards  along  the  urethra  towards  the 
glans.  It  is  moveable  to  and  fro,  and  gives  the  hand  the  impres- 
sion that  it  is  moving  within  the  urethra.  In  shape  it  is  liice  a 
small  banana. 

"  On  passing  a  sound,  the  foreign  body  is  struck  at  2|  inches 
from  the  meatus,  and  its  calculous  nature  is  at  once  detected. 
But  it  is  apparent  from  this  examination  that  only  a  '  nose '  of 
the  body  projects  into  the  canal,  though  the  calibre  of  that  channel 
is  much  pressed  upon  and  narrowed  by  the  volume  of  the  extra- 
urethral  body." 

An  incision  was  made  in  the  perinaeum  upon  the  posterior  end  of 
the  calculus,  and  the  sac  containing  it  was  opened.  By  means  of 
a  director  and  forceps,  the  adherent  sac-wall  was  gradually  peeled 
off  the  stone,  its  surface  becoming  gradually  cleared  as  pressure 
upon  its  anterior  end  forced  it  into  view.  The  bladder  was  then 
sounded ;  no  stone  was  detected.  The  "  nose "  of  the  stone, 
which  projected  freely  into  the  urethra  through  an  orifice  in  the 
sac,  was  found  marked  off  from  the  body  by  a  narrowish  neck.  In 
shape  the  stone  resembled  a  miniature  Egyptian  mummy.  Its 
composition  was  phosphate  of  lime.  The  patient  made  a  good  re- 
covery, a  fistulous  opening  being  still  present  when  he  was  last 
seen  three  months  after  the  operation. 

Case  2.  Membranous  urethral  stone. — This  stone,  which  is  com- 
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posed  of  four  pieces,  together  weighing  1  oz.  44  grs.,  was  removed 
from  a  man  aged  49,  who  was  sent  me  by  Dr.  James  Anderson,  of 
Uxbridge.     His  history  is  as  follows  : 

W.  S — ,  a  tailor,  aged  49,  asserts  that  since  a  boy  he  has  always 
passed  a  fine  stream  of  urine,  taking  twice  as  long  to  empty  his 
bladder  as  anyone  else.  There  is  an  obscure  account  of  an  injury 
having  been  sustained  in  the  perinseum.  Seven  years  previous  to 
his  coming  under  my  care  he  began  to  strain  greatly  in  micturition  ; 
faecal  incontinence  thereupon  supervened. 

After  two  years'  misery  and  pain  {i.  e.  five  years  ago),  "he  was 
straining  one  day  when  he  burst  inwardly  " — and  he  gives  a  graphic 
description  of  extravasation  commencing  in  the  perinseum  and 
mounting  almost  instantaneously  to  the  pubes.  Perinseal  section 
was  promptly  performed  to  his  great  relief. 

He  then  passed  "  cakes  of  cement  "  through  the  perinseal  wound. 
No  attempt  was  made  to  dilate  the  stricture  which  had  been  at  the 
source  of  the  trouble,  and  for  five  years  he  has  passed  the  major 
part  of  his  urine  through  the  fistula  in  the  perinseum  left  by  the 
operation.  Dr.  Anderson,  of  Uxbridge,  had  had  charge  of  the 
patient  for  six  weeks  before  he  sent  him  to  me,  and  had  dilated  the 
stricture  to  No.  8  French  gauge. 

On  examining  the  perinseuni  a  nipple-shaped  opening  was  found 
in  the  middle  of  a  very. bulging  convex  surface  ;  on  grasping  this 
perinseal  protuberance,  the  grating  of  facetted  stones  was  distinctly 
felt.  Under  ether  I  enlarged  the  fistulous  opening,  and  found  it 
to  be  the  orifice  of  a  sac  of  a  pyramidal  shape.  Entirely  filling 
this  sac,  and  partially  adherent  to  its  inner  wall,  lay,  apex  down- 
wards, the  conical  piece  of  stone  which  forms  the  largest  of  the 
articulated  concretions  removed. 

Having  detached  the  adhesions  and  removed  this  pyramidal 
piece,  I  noticed  that  its  basal  angles  were  facetted  like  the  carpal  end 
of  the  metacarpal  bone  of  the  thumb.  Reintroducing  my  finger, 
I  discovered  two  prolongations  of  these  basal  angles  :  one,  the 
larger,  filled  the  prostatic  urethra  ;  the  other  projected  itself  along 
the  spongy  part  of  the  urethra.  These  were  removed,  the  bladder 
sounded  and  found  to  be  free  from  stone.  The  urethral  strictures, 
three  in  number,  at  2.2,  3,  and  4a  to  5  inches,  were  cut  with  the 
urethrotome  to  No.  24  French  gauge,  and  a  catheter  passed  along  the 
natural  passage  and  tied  into  the  bladder.  He  recovered  with  an 
obstinate  fistula. 


UNUSUALLY    LARGE    URETHRAL    CALCULI.  191 

These  articulating  calculi  are  well  shown  in  Photo.  2  ;  the  largest 
piece  measures  2  inches  from  base  to  apex  and  3^  inches  in  its  widest 
circumference,  whilst  the  entire  length  of  calculus  itself  is  2|  inches 
measured  fi'om  the  prostatic  to  the  periuseal  terminations.  Its  com- 
position is  lime  phosphate.     Weight  1  oz.  44  grs. 

Case  3.  Prostatic  stones. — These  contents,  which  to^^ether  weigrh 
half  an  ounce,  were  removed  by  me  from  the  prostate  of  a  young 
man.     The  history  is  briefly  as  follows. 

W.  F — ,  aged  28,  was  admitted  into  St.  Peter's  Hospital,  with 
incontinence  day  and  night  of  three  months'  duration.  Patient 
asserted  that  he  had  attended  St.  Bartholomew's  Hospital  five 
years  ago  because  his  water  was  thick,  but  he  got  well  and  kept  in 
good  health  until  four  months  ago,  when  he  began  to  pass  blood  and 
very  thick  urine,  consequent,  he  believed,  upon  a  fall  downstairs. 
Frequency  of  micturition  was  simultaneously  experienced,  and  this 
rapidly  increased  in  severity  until  he  was  forced  to  pass  water 
every  half -hour  day  and  night,  and  even  then  urine  flowed  away 
involuntarily  in  the  intervals.  I  discovered  a  calculus  in  the 
prostatic  canal  with  the  sound,  and  verified  its  position  by  rectal 
examination.  The  prostate  per  rectum  felt  a  mere  capsular  shell 
spread  over  a  bag  of  small  stones,  which  grated  freely  one  against 
another. 

I  performed  a  boutonniere,  and  found  projecting  into  the  pro- 
static canal  the  sharp  nose  of  the  calculus.  The  neck  of  the  pro- 
static sac  was  detached  from  the  adherent  stone  little  l>y  little  by 
means  of  the  finger,  and  the  broadly  facetted  calculi  were  finally 
extracted  with  necrosis  forceps. 

The  nozzle  of  a  Higginson's  continuous  syringe  was  then  inserted 
into  the  prostatic  pouch  to  Avash  out  the  sac  thoroughly,  and  I 
noticed  at  the  time  that  the  water  did  not  return  so  freely  as  it  was 
being  pumped  in  by  my  assistant.  No  drain-tube  was  inserted,  as 
the  bladder  had  not  been  interfered  with,  nor  even  examined  with 
the  finger.  On  waking  from  the  effects  of  the  ether,  the  patient  com- 
plained of  intense  pain  over  the  region  of  the  bladder.  This  in- 
creased rapidly,  and  extended  up  towards  the  right  renal  region. 
Vomiting  commenced,  suppression  of  urine  ensued,  and  the  patient 
died  two  and  a  half  days  after  the  operation.  I  was  at  a  loss  to 
account  for  this  rapid  and  fatal  result,  but  the  autopsy  which  I 
was  able  to  secure  explained  much  of  the  difiiculty.  My  notes  of 
the  examination  are  as  follows  : — "  Gut  blurred,  but  no  actual  pei'i- 


19^  GENITO- URINARY    ORGANS. 

tonitis  except  in  pelvis,  where  one  or  two  coils  of  small  intestine 
were  adherent  to  one  another  and  to  the  back  of  the  bladder.  No 
split  or  perforation  of  the  j)eritoneal  lining  of  the  pelvis  was  dis- 
covered. The  entire  pelvic  viscera  were  therefore  removed.  On 
slitting  up  the  prostatic  urethra,  the  sac  which  had  contained  the 
stone  was  exposed,  but  it  had  not  been  ruptured.  The  bladder 
was  then  opened.  It  was  found  (vide  specimen,  Roy.  Coll.  Surg. 
Mus.)  very  much  contracted.  Upon  the  right  side,  low  down  on 
the  lateral  wall,  was  a  rupture  in  the  rnuco-imiscidar  wall ;  and 
extending  in  every  direction,  but  especially  up  towards  the  right 
kidnev,  were  evidences  of  a  subperitoneal  extravasation  of  urine. 
The  right  kidney  was  congested  and  inflamed,  its  ureter  was  pye- 
litic ;  the  left  ureter  was  enormously  dilated,  and  looked  like  small 
intestine.  The  left  kidney  was  small ;  the  lower  two  thirds  of  the 
gland  had  been  transformed  into  scrofulous  material,  which  was 
solid  about  the  middle  and  ensacculated  towards  the  lower  end. 
The  sacs  were  lined  with  lime  phosphate  and  contained  much  cheesy 
material.  The  rest  of  the  body  was  healthy  with  the  exception  of  a 
few  calcareous  nodules  at  the  apices  of  the  lungs."  It  was  obvious 
that  the  subperitoneal  rupture  in  the  bladder- wall  had  been  caused 
by  the  water,  which  had  been  pumped  into  the  prostatic  sac,  and 
which,  escaping  thence  into  the  bladder,  had  over-distended  it. 
The  muscle-wall  of  that  viscus  had  evidently  participated  in  the 
scrofulous  change,  for  it  was  very  friable.  This  is  nearly  always 
the  case  with  such  scrofulous  inflammations,  and  I  have  else- 
where ('Brit.  Med.  Journ.,'  pt.  2,  1091,  1889)  recorded  how 
dangerous  it  is  to  attempt  to  dilate  bladders  contracted  by  inflam- 
mation ;  but  in  this  instance  I  had  no  suspicion  that  scrofulous 
kidney  was  present,  nor  did  I  realise  the  possibility  of  the  bladder 
being  subjected  to  any  strain.  I  have  placed  on  record  a  similar 
prostatic  stone  ('  Path.  Soc.  Trans.,'  vol.  xxxvii,  p.  320),  and  a  some- 
what similar  rupture  of  the  bladder  (ibid.,  vol.  xxxviii,  p.  193). 

Case  4.  Membrano- prostatic  stone. — I  add  (for  comparison  and 
to  complete  the  series)  the  following  stone,  which  was  given  me  by 
an  Indian  confrtre  as  removed  from  the  urethra  of  an  old  man, 
with  what  result  I  cannot  say.  It  is  4  inches  long,  and  3  inches 
in  circumference.  It  is  pointed  at  one  extremity  and  abruptly  cut 
at  the  other.  In  shape  it  reminds  one  of  a  bent  index  finger. 
The  sharp  line  across  it  is  due  to  an  accidental  fracture.  Its 
composition  is  lime  phosphate. 
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A  searcli  in  the  literature,  though  by  no  means  exhaustive,  shows 
that  the  record  of  such  cases  is  rare.  Those  interested  in  the 
subject  may  be  referred  to  isolated  instances  quoted  by — 

Zeissl. — '  Tiber  die  Steine  in  der  Harnrohre  des  Mannes,' 
Stuttgart,  1883. 

Bromfield. — '  Chir.  Observat.,'  vol,  ii,  pt.  10. 

Palluci. — '  Lithotoraie  nouvellement  perfectionee,'  Vienna,  1757 
(quoted  by  Gi'oss,  'Diseases  of  the  Urinary  Organs,'  1876,  p.  178, 
3rded.). 

Bushton  Parker. — '  Brit.  Med.  Joum.,'  January  19th,  1878. 

Sympson. — 'Brit.  Med.  Joum.,'  March  23rd,  1879  (quoted  by 
Harrison,  '  Disorder  of  Urinary  Organs,'  p.  433,  3rd.  ed.). 

Erichsen's  '  Surgery,'  vol.  ii,  p.  1072,  9th  ed. 

Bellamy. — '  Trans.  Clin.  Soc.  Lond.,'  1878,  p.  22,  vol.  xi. 

May  20th,  1890. 


13.  A  case  of  sarcoma  of  the  left  cms  penis. 
By  E.  HiTERT  Fenwick. 

THE  patient  from  whom  this  tumour  was  removed  was  admitted 
into  the  London  Hospital  on  April  30th,  1888,  under  the  care 
of  my  colleague,  Mr.  Waren  Tay,  to  whom  I  am  indebted  for 
kind  permission  to  publish  the  details  of  the  case.  The  following 
history  was  obtained : 

"  W.  L — ,  aged  36.  Has  always  been  in  vigorous  health.  Had 
a  transient  attack  of  gonorrhoea  fifteen  years  ago.  Four  years  ago 
he  noticed  an  inter naittent  pain,  of  a  shooting  character,  in  the 
perinseum,  and  about  five  months  afterwards  he  found  a  small 
swelling  at  the  spot  where  the  pain  was  experienced.  This  little 
lump  continued  to  increase  in  size  very  slowly  until  quite  recently, 
when  its  rate  of  growth  became  more  rapid. 

"  Status  prsssens. — Patient  is  a  well-built,  well-nourished  man. 
An  oval  tumour,  the  size  of  a  turkey's  egg,  projects  from  the 
left  side  of  the  perinseum ;  it  is  tender  on  manipulation,  its  skin 
covering  is  unattached  and  uninflamed  ;  it  is,  moreover,  distinctly 
elastic  anteriorly,  and  is  firmer  posteriorly,  where  it  obviously 
possesses  deep  and  strong  attachments  to  the  ascending  ramus  of 
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the  pubes  ;  it  overlies  tlie  cms  of  the  penis.  There  is  no  stricture, 
and  when  a  full-sized  steel  sound  is  passed  through  the  deep 
urethra  it  is  certain  that  the  tumour  has  neither  invaded  nor 
pressed  upon  the  canal." 

The  tumour  was  removed  by  an  antero-posterior  incision,  and  on 
tearing  away  the  deeper  and  attached  part  it  was  apparent  that 
only  a  small  tongue  of  growth  had  extended  into  the  left  corpus 
cavernosum,  and  that  the  major  part  of  the  tumour  sprang  from 
the  fibrous  sheath  of  the  cms.  The  implicated  cavernous  tissue 
was  cut  freely  away,  and  the  troublesome  haemorrhage  which 
ensued  was  checked  by  means  of  the  Paquelin  cautery  and  sponge 
pressure.  The  patient  made  a  good  recovery  and  suffei'ed  no  loss 
of  erectile  power  from  the  operation.  The  growth  was  very  firm 
on  section,  and  proved  microscopically  to  be  a  round-  and  spindle- 
celled  sarcoma.     It  has  not,  I  believe,  yet  recurred. 

Kaufmann^  quotes  eight  cases  of  primary  sarcoma  of  the  corpus 
cavernosum ;  the  disease  appears  to  be  unusually  rapid  and  fatal 
from  multiple  secondary  deposits  in  the  viscera. 

Doubtless,  the  reason  why  the  case  here  recorded  lasted  so  long 
is  the  late  and  little  implication  of  the  cavernous  tissue,  the 
growth  having  originated  in  the  fibrous  sheath  covering  the  crus 
penis.  November  19th,  1889. 

Note  (Aug.,  1890). — Patient  returned  with  extensive  recurrence 
in  Jan.,  1890.  I  removed  the  entire  left  crus,  and  followed  the 
growth  into  the  left  ischio-rectal  fossa.  Patient  made  a  good 
recovery,  and  when  last  seen  in  July,  1890,  had  no  recurrence. 


14.  Cyst  of  the  hilum  testis,  becoming  malignant.     {Card 
specimen.) 

By  J.  H.  Targett,  M.B. 

HISTORY.  — From  John  C — ,  aged  72,  married,  and  the  father  of 
a  large  family.     He  was  admitted  with  a  tumour  in  the  right 

'  Kaufmann,  '  Krankheiten  der  mannlichen  Harnrolire  und  des  Penis,'  Stutt- 
gart, 1886,  p.  295. 
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groin,  which  was  first  noticed  three  months  before  and  had  grown 
rapidly  since.  There  was  also  a  large  swelling  in  the  right  side  of 
the  scrotum,  6h  inches  in  length  and  13  inches  round  the  largest  part. 
It  had  been  there  "  as  long  as  he  could  remember."  This  swelling 
was  tense,  dull  on  percussion,  not  translucent,  and  without  im- 
pulse on  coughing.  The  testis  could  not  be  felt  on  that  (right) 
side. 

The  tumour  in  the  right  groin  was  firm,  lobulated,  and  connected 
with  the  deeper  structures.  It  increased  rapidly  in  size,  extending 
in  all  directions  and  causing  great  oedema  of  the  legs.  Death 
occurred  five  months  after  admission,  from  exhaustion.  No  operative 
treatment  was  adopted. 

Autopsy.— The  inguinal  tumour  extended  upwards  in  the  right 
iliac  fossa  nearly  to  the  bifurcation  of  the  common  iliac  artery, 
downwards  for  8  in.  among  the  muscles  of  the  thigh,  and  inwards 
to  the  cavity  of  the  pelvis.  It  was  adherent  in  the  groin  to  the 
skin  over  it,  and  to  the  capsule  of  the  hip-joint  on  its  under 
surface.  Histologically,  the  growth  was  comj)Osed  of  round-celled 
sarcomatous  tissue,  which  was  rapidly  caseating  in  the  centre. 
The  iliac  and  femoral  veins  were  obstructed  by  the  tumour.  The 
ureters,  vesiculse  seminales,  and  left  testis  normal,  as  were  also 
the  other  viscera. 

The  specimen  exhibited  represents  the  large  swelling  in  the  right 
side  of  the  scrotum. 

Description  of  specimen. — It  consists  of  an  oval  cyst,  which 
measures  6  inches  in  length  and  about  3^  inches  in  the  shorter 
diameter.  In  the  recent  state  it  was  filled  with  a  thick  brown,  mucoid 
material,  which  under  the  microscope  showed  fatty  debris,  choles- 
terin,  and  well-developed  columnar,  ciliated  epithelium.  The  wall  of 
the  cyst  is  composed  of  the  tunica  albuginea,  and  its  internal  sur- 
face is  rough  and  calcareous.  The  cavity  of  the  tunica  vaginalis  is 
obliterated  below,  but  normal  in  its  upj^er  part.  At  the  lower  end 
of  the  cyst,  flattened  out  in  its  anterior  wall,  is  a  rounded  mass, 
1|  inches  in  thickness,  which  represents  the  body  of  the  testis. 
Histologically,  this  consists  of  caseating,  round-celled,  sarcomatous 
tissue,  together  with  fibrous  tissue  and  compressed  gland-tubes. 
The  vas  deferens  lies  on  the  posterior  wall  of  the  cyst.  Its  upper 
end  passed  through  the  tumour  in  the  right  groin,  and  was  invaded 
by  it  for  a  short  distance. 

Remarks. — This   specimen  is  interesting  as   an  example  of  an 
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exceptionally  large  unilociilar  cyst  of  the  hilum  testis.  It  was 
probably  congenital  in  origin,  or  began  at  a  very  early  period  of 
life,  and  steadily  enlarged.  The  flattening  out  of  the  remains  of 
the  body  of  the  testis  in  the  wall  of  the  cyst,  and  the  columnar 
ciliated  epithelium  in  the  contents,  are  characteristic  features  of 
cysts  developed  in  this  situation.  But  the  relation  which  it  bears 
to  the  sarcomatous  tumour  in  the  right  groin  is  the  point  of  its 
chief  interest.  After  careful  consideration  of  the  clinical  history 
and  pathology  of  this  case,  I  venture  to  submit  that  the  new 
growth  began  in  the  remnants  of  the  body  of  the  right  testis,  and 
that  the  tumour  in  the  right  groin,  though  of  such  very  dispropor- 
tionate size,  was  in  reality  secondary  to  that  of  the  testis.  It  is, 
moreover,  probable  that  this  secondary  deposit  commenced  in  the 
iliac  glands,  whence  it  spread  rapidly  towards  the  groin,  in  which 
situation  it  was  first  observed  by  the  patient. 

The  specimen  is  preserved  in  Guy's  Hospital  Museum. 

May  6th,  1890. 


15.  A  specimen  of  incomplete  "  transverse  "  hermaphroditism  in 
the  female,  ivith  a  note  on  the  male  hymen. 

By  Samuel  G.  Shattock. 

[With  Plate  X,  figs.  2—5,  and  Plate  XI.] 

THE  specimen  is  from  a  foetus  below  term  (St.  Thomas's  Hospital 
Museum,  LL  99)  which  is  to  be  reckoned  female  in  sex,  since 
the  generative  glands  consist  of  two  well-developed  ovaries. 

In  regard  to  the  anatomy  of  the  pai'ts  concerned,  the  rectum 
and  anus  are  normal.  There  is  an  unnaturally  large  clitoris  and 
preputium  clitoridis,  with  well-formed  labia  majora. 

The  clitoris  is  grooved  on  the  inferior  aspect,  and  the  groove 
when  traced  backwards,  leads  to  a  small  aperture  in  the  perinseum, 
admitting  of  the  passage  of  a  common  probe.  This  aperture  is 
that  of  the  urethra,  which  at  a  distance  of  1  cm.  above  it,  is  sur- 
rounded by  a  full-sized  and  structurally  normal  jix-ostate.  The 
prostatic  portion  of  the  urethra  measures  1  cm.  in  length,  and 
opens  into  the  urinary  bladder. 


DESCRIPTION  OF  PLATE  X. 

Illustrating  Mr.  Shattock's  papers  on  Congenital  Atresia  of  the 
(Esophagus  and  Transverse  Hermaphroditism.  (Pages  87  and 
196.) 

Fig.  1. — Congenital  atresia  of  the  oesophagus  (Xo.  394,  Coll.  Surg.  Mus.), 
showing  the  usual  seat  of  communication  between  the  lower  segment  of  the 
oesophagus  and  the  lower  part  of  the  trachea.  In  this  particular  specimen  there 
is  no  persistent  relic  of  any  connecting  cord  between  the  two  segments  of  the 
oesophagus.     (Nat.  size.) 

Fig.  2. — The  pelvic  organs  (nat.  size)  of  the  specimen  of  transverse  herma- 
phroditism noticed  above.  The  prostatic  and  membranous  parts  of  the  uretlira 
have  been  laid  open,  and  a  bristle  has  been  passed  through  the  external  aperture 
of  the  urethra,  which  opens  at  the  base  of  the  penis,  and  along  the  urethra  into 
the  vagina,  and  thence  to  the  uterus,  which  lies  behind  the  bladder. 

Fig.  3. — The  female  genital  organs  (nat.  size),  as  seen  in  the  normal  foetus  some 
time  before  birth.  The  vagina  has  been  distended  from  above  with  cotton  wool, 
so  as  to  show  its  lower  narrowed  elliptical  iiperture.     tr.  Orifice  of  urethra. 

Fig.  4. — From  an  adult  male,  showing  the  prostatic  urethra  opened  from  the 
front.  The  prostatic  vesicle  has  been  distended  from  behind  with  cotton  wool, 
as  has  the  vagina  in  the  foregoing.  The  vesicle  opens  by  a  similarly  contracted 
oval  orifice. 

Fig.  5. — The  same  specimen  viewed  from  behind,  showing  the  actual  size  of 
the  vesicle,  and  the  contracted  orifice  by  which  it  opens  into  the  urethra. 
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Behind  the  bladder  lies  a  well-formed  uterus,  2*2  era.  long, 
furnished  with  Fallopian  tubes  and  ovaries,  the  ovaries  being 
symmetrical,  each  2  cm.  in  length  and  of  normal  microscopic 
structure. 

Below  the  uterus  there  is  a  vagina  1"5  cm.  long,  and  measured 
with  the  sides  in  apposition,  as  a  slit,  "5  cm.  in  diameter. 

The  vagina  passes  through  the  lower  posterior  part  of  the 
prostate,  and  opens  into  the  urethra  by  an  aperture  which  barely 
admits  the  point  of  the  probe  ;  in  its  course  through  the  prostate  it 
is  of  less  capacity  than  elsewhere. 

Of  the  prostate  and  one  of  the  ovaries  I  made  careful  microscopic 
sections.  The  prostate  presents  the  typical  glandular  and  muscular 
structure.  The  section  of  the  ovary,  which  is  also  quite  normal, 
shows  a  close  aggregation  of  primoi'dial  ova  lying  in  the  ovarian 
stroma  ;  in  places  the  development  has  progressed  to  the  forma- 
tion of  Graafian  follicles,  the  largest  of  which  are  readily  visible 
to  the  naked  eye,  and  measure  a  millimetre  in  diameter. 

BeviarJcs. — The  specimen  is  of  interest  as  showing  the  persistence 
of  what  is,  at  an  earlier  period  of  development,  the  normal  disposi- 
tion of  parts.  It  is  essentially  an  instance  of  arrested  development 
of  the  generative  passages  in  the  female  associated  with  the  com- 
pletion of  the  membranous  portion  of  the  urethra.  The  perfect 
formation  of  a  prostate  is,  however,  like  the  last-named  feature, 
a  male  character,  and  with  this  may  be  associated  the  large  size 
of  the  clitoris. 

The  condition  would  come  under  Sir  James  Simpson's  division 
of  "ti'ansverse  "  hermaphroditism.'  Under  this  heading  Simpson 
places  the  cases  in  which  the  external  generative  organs  are  female 
and  the  internal  male,  and  those  in  which  the  external  generative 
organs  are  male  and  the  internal  female,  the  term  "  transverse  " 
implying  that  above  a  transverse  line  the  organs  are  of  a  different 
sexual  type  from  those  below  it.  But  the  present  example  is  not 
one  of  the  most  perfect,  for  in  some  recorded  the  urethra  has 
been  closed  in  as  far  as  the  glans,  the  external  organs  having  all 
the  male  characters  save  for  the  absence  of  testicles  in  the  scrotum. 

In  the  most  complete  case  (that  of  Bouillaud's)  referred  to  in 
Sir  James  Simpson's  remarkable  article  the  urethra  in  all  ways  re- 
sembled that  of  the  male,  and  was  surrounded  at  its  origin  bv  a 

1  Article  "  Hermaphroditism,"  '  Todd's  Cyclopaedia,'  1839. 
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well-formed  prostate ;  the  verumontanum  was  distinct,  but  the 
usual  openings  of  the  seminal  ducts  could  not  be  found.  There  was 
a  well-fonned  uterus,  and  this  opened  into  a  vagina  about  two 
inches  in  length ;  it  is  stated  of  the  latter  that  it  became  much 
constricted  when  opposite  the  neck  of  the  bladder  (doubtless,  as  in 
the  specimen  exhibited,  during  its  passage  through  the  prostate), 
and  that  it  opened  into  the  membranous  division  of  the  urethra. 
The  record,  however,  is  wanting  in  precision ;  and  I  cannot  but 
believe,  myself,  that  if  the  vagina  opened  into  the  membranous 
division,  and  not  at  the  verumontanum,  the  communication  must 
have  been  artificially  produced  or  of  a  secondary  formation. 

The  admirable  exposition  given  in  '  Quain's  Anatomy '  of  the 
development  of  these  parts,  and  of  their  homologies  in  the  sexes, 
must  be  so  well  known  that  there  is  no  need  to  restate  the  facts. 
The  appended  diagi*ams  representing  the  conditions  in  the  malforma- 
tion and  those  of  the  normal  development,  may,  however,  render 
the  subject  more  readily  intelligible  (Plate  XI). 

The  condition  in  the  malformation  represents  the  stage  in  which 
after  the  proctodseum  has  laid  open  the  hind  gut  and  uro-genital 
sinus,  the  septum  descending  through  the  cloaca  to  the  perinaeum 
has  been  developed,  so  as  to  part  off  an  anal  opening  from  the 
lowest  part  of  the  uro-genital  sinus. 

The  vagina  retains  its  primitive  position,  and  opens  into  the 
posterior  part  of  the  sinus. 

In  the  further  development,  under  nomial  circumstances,  the 
vaginal  orifice  comes  to  occupy  a  relatively  lower  position,  whilst 
the  portion  of  the  sinus  below  it  (which  in  the  male  constitutes  the 
prostatic  portion  of  the  urethra  below  the  verumontanum  and  its 
membranous  division)  forms  the  space  included  between  the  labia 
minora — to  wit,  the  vestibule  in  front  of  the  vaginal  aperture,  the 
navicular  fossa  behind  it. 

But  the  specimen  is  of  interest  not  only  intrinsically,  but  because 
it  throws  a  side  light  on  a  question  relating  to  the  hymen,  and  to 
the  vesicula  prostatica  of  the  male. 

Firstly  it  shows,  what  was  long  ago  pointed  out  by  Leuckart 
(1852),^  that  the  vesicula  prostatica  represents  not  only  the  uterus 
but  the  vagina  of  the  female ;  the  term  uterus  masculinus  is,  there- 
fore, to  some  extent  erroneous. 

'  '  Illust.  med.  Zeit.' 
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Secondly,  the  orifice  of  the  hymen  may  be  regarded  as  the  nar- 
rowed lower  aperture  of  the  vagina,  the  aperture  by  which  the 
vagina  communicates  with  the  uro-genital  sinus.  If  now  the 
prostatic  vesicle  represents  the  vagina  in  addition  to  the  uterus,  it 
occurred  to  me  that  we  should  find  an  analogue  of  the  hymen  in 
the  adult  male  at  the  spot  where  the  prostatic  vesicle  opens  into 
the  urethra,  and  this,  I  venture  to  think,  is  the  case. 

Let  the  prostatic  urethra  of  the  adult  be  oi^ened  from  the  front, 
and  after  passing  a  probe  into  the  vesicle  let  a  section  be  carried  at 
right  angles  to  the  axis  of  the  urethra  through  the  substance  of  the 
gland  above  the  verumontanum,  so  as  to  fully  lay  the  vesicle  open. 

If  now  the  vesicle  be  gauged  from  above  by  a  bulbous-ended 
bougie  (say  of  No.  6  size),  it  will  be  found  to  allow  of  its  passage 
as  far  as  the  urethra ;  and  there,  when  the  instrument  is  pressed 
forwards,  is  displayed  a  narrowed  slit  through  which  the  bougie 
will  not  pass  without  rupture.  And  the  duplicature  between  the 
urethra  and  the  male  vagina  pei-forated  by  the  slit  is,  I  submit, 
the  analogue  of  the  hymen. 

To  give  the  measurements  in  two  well-marked  specimens,  for 
there  are  differences  in  this  respect : 

(1)  Diameter  of  the  distended  vesicle  at  a  distance  of  -5  cm.  from 
its  urethral  orifice,  3-5  mm.  Vertical  diameter  of  the  slit  of  com- 
munication, 2  mm.,  the  transverse  being  considerably  less. 

(2)  Diameter  of  the  distended  vesicle  at  a  distance  of  3  mm. 
from  urethral  orifice,  3  mm.  Diameters  of  the  distended  slit  of 
communication,  2  x  1'5  mm. 

There  exists,  in  fact,  an  exact  resemblance  between  the  tennina- 
tion  of  the  vagina,  if  examined  in  a  foetus  of  the  earlier  months  by 
separating  the  labia,  and  the  termination  of  the  male  vesicula  as 
viewed  on  opening  the  j^rostatic  urethra  through  its  anterior  wall  • 
the  former  projects  forwards  into  the  cleft  between  the  labia  as 
two  apposed  longitudinal  lips,  precisely  as  do  the  lips  of  the  vesicula 
into  the  male  urethra  to  constitute  the  eminence  of  the  veru- 
montanum. When  the  foetal  vagina  is  cut  aci'oss  and  carefully 
distended  from  above,  the  hymenial  aperture  is  shown  as  an  oval 
slit  bounded  by  a  prominent  circular  lip,  in  all  respects  like  the 
corresponding  parts  of  the  male  when  similarly  displayed.  The 
accompanying  figures,  3,  4,  5,  PI.  X,  which  were  drawn  from  actual 
preparations,  will  show  the  homology  at  a  glance. 

This  view  of  the  correspondence  of  the  parts  is  fully  borne  out 
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by  tliose  cases  of  imperforate  rectum  where  a  fistulous  track  of 
communication  is  j)resent  between  the  rectum  and  the  urethra  in 
the  male.  When  this  communication  is  present  it  is  regularly  with 
the  prostatic  division  of  the  urethra  in  front  of  or  below  the  veru- 
montanum  ;  and  the  explanation  offers  no  difficulty,  for  it  is  at 
this  spot  that  the  uro-genital  sinus  originally  communicates  with 
the  hind  gut,  and  the  fistulous  communication  is  but  a  persistent 
condition  of  what  should  be  only  a  passing  one. 

In  this  comparatively  common  variety  of  imperforate  rectum 
no  communication  has  been  established  between  the  proctodaeal 
depression  and  the  hind  gut,  but  between  the  uro-genital  sinus  and 
the  proctodseum  only.  In  cases  of  imperforate  rectum  the  urethra 
is  perforate ;  but  there  are  conversely  cases,  though  they  are  very 
rare,  in  which  the  rectum  is  perforate  whilst  the  urethra  is  im- 
perforate. As  I  have  elsewhere  suggested  (vol.  xxxix,  p.  188,  of 
the  Society's  'Transactions'),  it  must  be  assumed  that  in  either 
class  of  case  the  original  continuity  between  the  gut  and  the  uro- 
genital sinus  has  been  partially  or  completely  closed,  or  has  been  from 
the  first  unduly  small  or  unnaturally  placed,  before  the  parts  are 
reached  by  the  proctodseum,  and  that  either  the  gut  may  be  opened 
without  the  sinus,  or  the  sinus  without  the  gut.  This  being  the 
common  situation  in  the  male,  it  is  of  interest  to  notice  where  the 
regular  seat  of  communication  obtains  in  the  female,  in  the  similar 
set  of  cases  of  imperforate  rectum  in  which  a  fistula  is  present  with 
the  passages  in  front  of  the  imperforate  rectum.  The  communica- 
tion is  not  with  the  vagina,  but  below  and  behind  its  termination, 
in  the  posterior  part  of  the  fissure  between  the  labia  minora,  or 
navicular  fossa,  and  altogether  beyond  the  hymen. 

This,  as  will  be  obvious  from  the  foregoing  considerations,  is  the 
spot  which  corresponds  with  the  opening  of  the  recto-urethral 
fistula  of  the  male ;  in  both  sexes  it  is  below  the  vaginal  aperture 
or  hymen.  In  the  thirty-eighth  volume  of  the  'Transactions'  of 
the  Society  Mr.  D'Arcy  Power  has,  it  is  true,  recorded  a  specimen 
(3640&,  St.  Bartholomew's  Hospital  Museum)  of  imperforate 
rectum  communicating  wdth  the  vagina;  but  a  critical  inspection 
of  this  specimen  will  show  at  once  that  the  description  is  not 
strictly  accurate  ;  the  communication  is  well  below,  and  quite  dis- 
tinct from,  the  proper  vaginal  aperture. 

Doubtless  there  are  (on  this  view)  cases  of  imperforate  liymen  in 
the  male ;  cases  of  congenital  occlusion  of  the  aperture,  associated 


DESCRIPTION  OF  PLATE  XT. 

Illustrating  Mr.  Shattock's  paper  on  a  Specimen  of  Incomplete 
'Transverse"  Hermapliroditism,"  with  a  Note  on  the  Male 
Hymen.     (Page  196.) 

From  drawings  by  himself. 

Fig.  1. — From  '  Quaiu's  Anatomy,'  vol.  ii,  9th  edit.,  showing  diagrammati- 
cally  the  rectum  opening  with  the  urogenital  sinus  into  a  cloaca,  and  the 
genital  cord  connected  with  the  upper  wall  of  the  sinus  j  above  the  latter  is  the 
urinary  bladder  with  the  ureters. 

Fig.  2. — Showing  diagrammatically  the  condition  in  the  specimen  described, 
in  which  the  vagina  opens  into  the  prostatic  portion  of  the  urethra,  which  is 
formed  from  the  urogenital  sinus. 

Fig.  3. — Showing  diagrammatically  the  probable  disposition  of  parts  in  cases 
of  imperforate  rectum,  in  which  there  persists  a  track  of  the  original  communica- 
tion between  the  gut  and  urethra  in  the  male.  The  dotted  line  represents  the 
condition  after  the  proctodseum  has  laid  open  the  sinus  without  reaching  the 
rectum.  The  rest  of  the  male  urethra  is  not  represented  as  yet  closed  in. 
r.  Urogenital  sinus. 
E.  Rectum. 

G.  Genital  cord,  which  in  the  male   is  ultimately  represented   at  this 
situation  by  the  vesicula  prostatica  and  vasa  deferentia. 
Fig.  4. — Showing   diagrammatically  the  analogous    case   in    the    female  of 
imperforate  rectum  opening  behind  and  below  the  vaginal  aperture, 
u.  Urogenital  sinus. 
B.  Rectum. 
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with  a  retention  cyst  in  the  situation  of  the  prostatic  vesicle. 
It  remains  for  future  industry  to  demonstrate  them.^  Last  year  a 
theory  was  advanced  by  Mr.  Sutton  ('  Erasmus  Wilson  Lectures  ' 
of  1889,  Royal  College  of  Surgeons)  that  the  hymen  is  the  remains 
of  the  septum  between  the  proctodseum  and  the  vagina. 

Such  a  view  appears  unnecessary,  if  I  might  venture  to  criticise 
it.  And,  what  is  more,  a  consideration  of  the  fact  that  the  vaginal 
aperture  is  situate  on  the  upper  aspect  of  the  uro-genital  sinus 
renders  it,  a  priori,  inconceivable  that  the  proctodseum  could  take 
any  part  in  the  formation  of  the  hymen. 

The  proctodseal  invagination  lays  open  the  hind  gut  and  the  uro- 
genital sinus  from  the  lower  aspect,  and  the  communication  being 
once  established,  the  proctodseum  as  a  blind  intrusion,  ipso  facto, 
ceases  to  exist ;  none,  in  short,  remains,  from  the  state  of  the  case, 
to  reach  the  vagina,  whether  the  latter  were  primai'ily  closed  or  not. 

There  are  cases  often  wrongly  described  as  imperforate  hymen, 
in  which  the  occlusion  of  the  vagina  is  higher  up.  In  these  the 
hymen  is  frequently  discernible  lying  on  the  occluding  diaphragm. 
Such  cases  have  been  described  by  Dr.  Matthews  Duncan  and  by 
Dr.  Cullingworth  ;  and  they  are  abnormalities  equally  unexplained, 
whatever  view  be  taken  of  the  nature  of  the  hymen.  They  are 
probably  instances  of  secondary  occlusion  arising  in  the  vaginal 
canal.  Indeed,  in  the  second  case  reported  by  Dr.  Cullingworth,^ 
"  on  separating  the  labia,  the  vulva  and  hymen  were  seen  to  be 
small  and  imperfectly  developed,  but  otherwise  normal.  "  There 
was  no  vaginal  opening  of  any  kind  ;  nor  was  there  any  appearance 
of  a  bulging  membrane,  or  other  indication  of  a  vagina  beyond. 
It  was  evident  that  the  lower  portion  of  the  vagina  was  obliterated." 

February  Uh,  1890. 

1  One  such  has  since  been  described  by  Mr.  Sutton, '  Erasmus  Wilson  Lectures ' 
of  1890,  Royal  College  of  Surgeons. 

2  "  Two  Cases  of  Occlusion  of  the  Vagina,"  '  Medical  Chronicle,'  1887. 
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16.  Dermoid  ovarian  cyst ;  infiltration  of  broad  ligament  ivith 
fat.     [Card  specimen.) 

By  Alban  Doran  for  Sir  T.  Spencer  Wells. 

THE  tumour  (riglit  ovarv)  consists  of  two  cavities.  One  contained 
much  greasy  ovarian  fluid.  The  other  is  still  full  of  hair, 
grease,  and  spicules  of  bone.  A  considerable  amount  of  dense 
granular  fat  lies  between  the  layers  of  the  broad  ligament. 

The  left  ovary  is  converted  into  a  cyst  three  inches  long,  loaded 
with  a  greasy  material. 

The  fatty  deposit  in  the  broad  ligament  resembles  the  accumula- 
tion of  fat  sometimes  seen  near  the  rectum  in  rectal  cancer.  It 
was  observed  in  the  case  of  recurrence  after  primary  cancer  of  the 
Fallopian  tube,  described  by  the  exhibitor  in  the  '  Transactions,' 
vol.  xl.  November  19th,  1889. 


17.  Gangrene  of  uterus.     {Card  specimen.) 
By  R.  G.  Hebb. 

EM — ,  aged  38,  was  admitted  on  April  6th,  1890,  into  West- 
•  minster  Hospital  under  Dr.  Potter  for  vaginal  haemorrhage. 
Patient  had  had  eight  children  and  two  miscarriages  ;  was  f>regnant 
about  five  months,  last  period  in  November,  1889.  No  family  or 
personal  history  of  importance.  Previous  to  admission  the  haemor- 
rhage had  been  going  on  for  about  a  month,  and  during  this  period 
was  profuse  on  three  occasions.  Was  unable  to  assign  any  cause 
for  the  haemorrhage.  After  admission  the  bleeding  subsided  until 
the  night  of  April  10th,  when  it  recurred,  the  patient  aborting 
next  morning.  For  twenty-four  hours  she  remained  semi-collapsed. 
The  uterus  was  hard  and  board-like,  "  as  though  in  a  state  of 
tetanus."  On  13th  complained  of  pain  in  abdomen,  which  became 
tense  and  tympanitic.  Died  April  15th.  The  temperature  was 
normal  throughout  except  on  the  morning  of  the  abortion,  when  it 
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reached  101 '4°.     The  urine  drawn  off  on  14th  contained  a  small 
amount  of  albumen. 

Post-mortem  examination  (made  thirty-two  hours  after  death). — On 
opening  the  abdominal  cavity  the  abdominal  peritoneum  is  found 
to  be  covered  with  a  thin  layer  of  recent  lymph.  The  vessels  of 
the  mucosa  of  the  jejunum  are  studded  with  numerous  circular 
petechise.  The  fundus  of  uterus  projects  about  two  inches  above 
the  symphysis  pubis.  The  pelvis  viscera  having  been  removed  en 
masse,  it  was  found  that  the  two  pouches  of  peritoneum  in  front 
and  behind  the  uterus  were  coated  with  and  contained  a  consider- 
able quantity  of  soft  yellow  purulent  lymph.  The  uterus  feels 
extremely  soft  and  baggy.  On  the  posterior  surface  of  the  uterus 
is  an  area,  with  a  diameter  of  about  two  inches  and  a  half,  of  a 
yellow  colour,  mottled  in  appearance  owing  to  different  degrees  of 
yellowness.  About  the  middle  of  the  yellow  mottled  area  is  a 
ragged  hole  about  the  size  of  a  sixpence,  while  about  half  an  inch  to 
the  right  are  two  somewhat  smaller  ones.  Through  these  apertures 
the  peritoneal  sac  communicates  with  the  uterine  cavity  at  about 
the  junction  of  the  fundal  and  cervical  portions.  The  uterus 
sectioned  in  the  middle  line  of  the  anterior  wall  shows  that  the 
placental  site  occupied  the  posterior  aspect  of  the  fundus.  With 
the  exception  of  the  front  wall  of  the  fundus,  the  whole  of  the 
uterus  right  down  to  the  os  is  in  the  condition  of  gangrene,  but  of 
varying  degrees  of  intensity,  that  part  corresponding  to  the  mottled 
area  being  practically  a  slough.  The  soft,  shaggy,  boggy  condition 
of  the  uterine  tissues  as  examined  from  the  inside,  is  best  compared 
to  a  villous  cancer.  In  colour  it  varies  from  a  dark  purple  to 
yellow.  The  left  ovary  is  double,  or  rather  is  divided  into  two 
distinct  halves  by  a  constriction. 

The  foetus,  which  weighs  just  sixteen  ounces  and  measures  eleven 
inches,  is  perfectly  normal. 

The  abdominal  and  thoracic  viscera  are  perfectly  normal. 

The  only  case  that  I  have  been  able  to  find  which  resembles  the 
above  is  recorded  in  the  'Medical  Times  and  Oazette,'  1854, 
p.  466.  May  6th,  1890. 
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18.   Two  cases  of  cystic  myxo-fibroma  [Jibro-cystic  tumours)  of 

uterus. 

By  E.  Solly. 

I  AM  indebted  to  Sir  William  Mac  Cormac  and  to  Mr.  Pitts  for 
permission  to  exhibit  tliese  specimens,  whicli  were  removed  by 
hysterectomy  from  two  patients,  aged  42  and  49  respectively. 

In  each  case  the  tumour  had  been  noticed  about  two  years, 
though  certain  symptoms  of  abdominal  discomfort  had  existed  for 
a  year  or  two  before  this.  Menstruation  had  been  regular  and 
normal  till  six  months  before  admission,  since  when  the  flow  had 
become  rather  increased  in  quantity,  the  periods  irregular  and 
somewhat  painful.  Micturition  had  been  at  times  painful  in  one 
case.  The  growth  of  the  tumour  had  been  slow  in  each  case  till  a 
few  months  previous  to  admission. 

On  examination  the  signs  suggested  ovarian  cystic  tumour.  The 
abdomen  was  opened,  and  the  first  indication  that  the  tumours  were 
not  ovarian  cystomata  was  the  negative  result  of  puncture  with  the 
trocar.  In  one  case  a  small  quantity  of  serous  fluid  with  blood 
escaped,  in  the  other  only  blood.  With  great  difficulty  the  tumours 
were  brought  out  through  the  abdominal  wound,  and  were  found 
to  be  attached  to  the  anterior  surface  of  the  uterus  between  the 
cervix  and  the  bladder,  the  latter  extending  up  for  a  considerable 
way  over  the  anterior  aspect  of  the  tumour,  and  interfering  much 
with  the  application  of  a  serre-noeud. 

The  pedicle  of  one  of  the  tumours  could  be  traced  into  the  tissues 
of  the  broad  ligament  on  the  left  side,  and  as  far  as  could  be  ascer- 
tained it  had  originated  from  these  tissues,  independently  of  the 
utenis  or  ovaries.^ 

In  the  other,  examination  was  not  allowed.  The  tumours  weighed 
about  seven  and  nine  pounds  respectively.  They  presented  the 
ordinary  appearances  of  myo-fibromata,  with  the  difference  that  at 
many  points  the  tissue  was  softened  into  areas  of  translucent 
gelatinous  material,  and  many  of  these  areas  had  broken  down  so 
much  as  to  form  myxomatous  degeneration  cysts.     To  the  presence 

1  For  examples  of  fibro-myomata  arising  in  the  broad  ligament,  see  a  paper  by 
Mr.  Doran, '  Obstet.  Soc.  Trans.,'  vol.  xxx. 
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of  these  had  been  due  the  sense  of  fluctuation  on  palpation  leading 
to  the  diagnosis  of  ovarian  tumour. 

Some  of  the  cysts  were  quite  smooth- walled,  but  all  were  traversed 
by  trabeculae  of  various  sizes ;  the  fluid,  of  which  only  a  small 
quantity  was  collected,  was  clear,  yellowish,  and  deposited  a  small 
flocculent  cloud  of  mucus  on  standing.     It  did  not  coagulate. 

Microscopically  the  structure  was  that  of  niyo-fibroma  for  the 
most  part,  with  myxomatous  degeneration  and  occasional  hsemor- 
rhagic  patches,  especially  in  the  degenerated  areas  ;  at  several  points 
the  stroma  was  almost  embryonic  in  character,  suggesting  sarcoma. 
The  cysts  were  merely  due  to  degeneration,  and  had  no  definite 
cellular  lining. 

The  specimens  illustrate  method  of  production  of  one  form,  the 
so-called  fibro-cystic  tumour,  the  pathology  of  which  has  till  recently 
almost  entirely  been  neglected.  Leopold  and  others  have  described 
cases  in  which  the  cysts  had  an  endothelial  lining,  and  the  fluid 
was  spontaneously  coagulable,  and  these  he  considers  to  be  due  to 
retention  of  lymph  from  obstruction  to  the  lymph-channels  in  the 
tumour.  (Edematous  infiltration  with  serum  and  haemorrhagic 
extravasation  (apoplectic  cyst)  are  also  mentioned  as  causes  of  cyst- 
formation  in  myo-fibromata,  and  a  few  cases  are  on  record  ^  of  cysts 
with  a  definite  epithelial  lining,  containing  a  black  tarry  fluid. 
These  have  only  been  found  in  "  fibroid  polypi,"  and  are  probably 
due  to  distension  of  uterine  mucous  glands  entangled  in  the  growth 
of  the  tumour. 

The  most  common  cause  is  probably  myxomatous  degeneration, 
a  change  to  which  large  slow-growing  connective-tissue  tumours  in 
all  parts  of  the  body  are  liable  ;  and  the  jirocess  has  its  antitype 
under  normal  conditions  in  the  production  of  the  joint  cavities  in 
the  embryo,  and  in  the  formation  of  bursse. 

Clinical  aspects. — All  authorities  agree  that  the  change  is  usually 
of  late  development,  and  the  history  of  growth  may  be  slow  for  a 
long  time ;  when  once  cystic  formation  is  markedly  present,  how- 
ever, increase  may  be  rapid  and  give  rise  to  serious  symptoms, 
necessitating  interference.  Sir  Spencer  Wells,  however,  quotes  a 
case  ('Ovarian  and  Uterine  Tumours,'  1883)  where  a  patient  was 
reported  alive  and  well  twelve  years  after  the  discovery  of  a  small 
fibro-cystic  tumour  by  laparotomy,  the  tumour  not  being  interfered 
with. 

^  Babesia  and  Diesterweg,  quoted  by  Hart  and  Barbour. 
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Dr.  Stansbury  Sutton,  in  Mann's  '  American  System  of  Grvnae- 

cology,'  states  that  fibro-cy  stic  tumours  never  occur  under  the  age  of 

■  35,  and  in  Sir  Spencer  Wells'  book  there  is  a  table  of  31  cases  with 

an  average  age  of  40*5,  the  youngest  patient  being  25,  the  oldest  63. 

Diagnosis  between  fibro-cystic  tumour  and  ovarian  cystoma  is 
almost  impossible,  the  sense  of  fluctuation  giving  even  to  the 
most  experienced  hands  a  sensation  exactly  similar  to  that  given 
by  ovarian  cysts,  particularly  the  semi-solid  multilocular  tumours. 
Menorrhagia  is  not  necessarily  present,  even  in  cases  occurring 
before  the  menopause — and  indeed  the  exploratory  incision  is  the 
only  reliable  means  of  diagnosis ;  even  after  that,  unless  the  dark 
colour  of  the  tumour  suggests  its  nature,  the  negative  results  of 
puncture  may  be  the  first  indication  of  true  character. 

Aspiration  was  formerly  recommended,  but  is  now  practically 
abandoned  as  unsafe ;  and  even  aspiration  could  give  no  reliable 
results  as  a  rule,  for  though  spontaneous  coagulation  of  the  fluid 
removed  has  been  quoted  as  a  diagnostic  sign  of  fibro-cystic  tumour 
Gi-arrigues  ('  American  Joui-nal  of  Obstetrics,'  1882)  has  shown 
that  it  only  occurs  in  a  small  percentage  of  such  fluids  ;  and  the 
peculiar  forms  of  cells  described  by  Atlee  and  others  have  on  inves- 
tigation proved  not  to  be  invariably  present  in  fibro-cystic  fluids, 
and  have  been  found  in  other  varieties  of  tumour. 

February  4th,  1890. 


19.  Myoma  of  the  uterus  becoming  sarcomatous. 

By  Alban  Doran. 

[With  Plate  XII,  figs.  1  and  2.] 

THE  possible  conversion  of  a  utei-ine  "  fibroid  "  into  a  malignant 
tumour  is  a  subject  of  high  pathological  importance.     The 
specimen  now  exhibited  may  throw  some  light  upon  the  question. 

M.  H — ,  aged  31,  single,  was  admitted  into  the  Samaritan  Hos- 
pital, under  the  care  of  Mr.  J.  Knowsley  Thornton,  in  January, 
1890.  The  left  side  of  the  lower  i)art  of  the  abdomen  was  occupied 
by  a  soft,  elastic,  moveable  tumour,  which  extended  to  the  outer 
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side  of  the  right  rectus  muscle,  to  about  one  inch  above  the  um- 
bilicus and  far  into  the  left  loin.  The  uterus  lay  behind  and 
somewhat  to  the  left  of  the  pelvic  part  of  the  tumour,  Avith  which 
it  was  closely  connected.  The  catamenia  had  always  been  regular, 
except  four  years  ago,  when  the  tumour  was  first  noticed.  Then 
for  six  months  the  flow  occurred  at  irregular  intervals  ;  afterwards, 
till  admission,  the  period  became  regular  and  was  attended  with 
pain.  Mr.  J.  Malcolm,  who  first  took  notes  of  the  case,  could  not 
trace  any  history  of  cancer.  The  patient  stated  that  "father's 
people  had  tumours."  Her  father  was  killed  by  accident  at  the 
age  of  sixty- seven ;  her  mother,  aged  sixty-one,  was  alive  and 
healthy.     None  of  her  six  brothers  and  sisters  had  tumours. 

Four  years  before  admission  the  patient  suffei*ed  from  severe 
pains  in  the  left  side  of  the  abdomen,  with  irregular  menstruation. 
Since  then  occasional  attacks  of  pain  occurred,  the  most  severe 
taking  place  in  December,  1889.  During  the  first  attack  a  lump 
was  discovered  in  the  left  iliac  fossa.  A  year  later  it  caused 
dysaria,  which  entirely  passed  away.  Recently  this  lump  had  in- 
creased in  size  to  a  marked  degree.  There  were  no  enlarged 
glands  in  the  groin,  nor  elsewhere. 

The  operation  was  performed  on  January  25th,  1890.  The  abdo- 
minal walls,  I  observed,  bled  very  freely  when  the  incision  between 
the  recti  was  made.  This  evidence  of  abnormal  vascularity  of  the 
parietes,  rare  in  any  form  of  ovarian  tumour  unless  intimate 
parietal  adhesions  exist,  is  the  rule  in  cases  of  ordinary  uterine 
"  fibroid."  In  this  instance  the  vascularity  was  extreme.  Hei'e  it 
may  conveniently  be  noted  that  there  were  no  adhesions  nor  evi- 
dences of  peritonitis — a  fact  interesting  in  regard  to  the  vascularity 
of  the  parietes  and  the  history  of  frequent  attacks  of  pain  since 
the  appearance  of  the  tumour.  When  the  peritoneal  cavity  was 
opened  a  dull  red  tumour  bearing  enormous  superficial  veins  came 
in  sight.  It  looked  somewhat  like  a  pregnant  uterus,  and  differed 
greatly  in  appearance  from  a  common  uterine  "  fibroid."  It  fonned 
a  very  elongated  oval  body,  free  from  any  irregularity  of  surface. 
The  fundus  uteri  was  continuous  with  its  inferior  aspect.  The 
tumour  was  removed,  together  with  the  uterus  and  appendages, 
the  stump  being  secured  by  the  wire  of  a  Koeberle's  serre-7iceud . 
The  patient  recovered. 

The  tumour  measured  eight  and  a  half  inches  in  transverse,  and 
four  in  vertical  diameter,  and  nearly  four  inches  antero-posteriorly 
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in  its  thickest  part.  It  weighed  2  lbs.  12  oz.  after  much  blood  had 
drained  away.  The  capsule  was  formed  of  uterine  tissue.  The 
tumour  was  entirely  solid.  On  section  the  cut  surface  became  at 
once  very  convex,  much  blood  exuding  from  it.  This  surface  was 
of  a  uniform  veiy  pale  yellow  colour,  and  looked  absolutely  homo- 
geneous in  texture.  I  could  detect  no  patches  of  softened  or  cal- 
cified tissue,  no  area  of  haemorrhage,  no  cysts,  and  no  sinuses. 
Immediately  after  the  tumour  was  removed  I  cut  away  some 
pieces  for  microscopic  examination.  The  section  now  exhibited 
was  prepared  for  me  by  Mr.  Edgar  Willett. 

The  tumour  was  practically  an  expansion  of  the  fundus,  lying 
in  its  walls  which  thus  formed  the  capsule.  Elsewhere  the  uterine 
walls  were  soft  and  very  thick,  entirely  free  from  interstitial 
fibroids.  Thus  the  tumour  was  solitary.  A  phlebolith,  in 
appearance  like  an  oval,  semi-transparent,  yellow  pebble  one 
eighth  of  an  inch  long,  lay  under  the  serous  coat  of  the  uterus 
posteriorly. 

The  section  exhibited  this  evening  presents  features  of  consider- 
able interest.  Pure  fibrous  tissue  is  practically  absent.  Uterine 
muscle-cells  abound.  They  form  thick  bundles,  and  each  cell  is 
very  elongated,  and  bears  a  long,  narrow  ("  staff-shaped  ")  nucleus. 
Groups  of  cells  of  a  different  type  are  present.  They  are  quite  as 
distinct  as  the  muscle-cells,  but  shorter  and  much  thicker.  The 
nuclei  are  distinctly  oval  and  wide  in  the  middle.  The  two  varieties 
of  cell  above  described  are  represented  in  Mr.  Lewin's  drawings 
(figs.  1,  2,  PI.  XII). 

The  short  thick  cells  resemble  those  which  make  up  a  typical 
spindle-celled  sarcoma.  I  do  not  believe  that  they  are  pure  muscle- 
cells  merely  altered  by  softening  of  the  stroma,  although  that  soft- 
ening undoubtedly  exists  in  this  section,  but  to  a  very  trifling 
extent.  Uterine  muscle-cells  do  not  usually  become  short  and 
thick  when  the  stroma  around  them  softens,  and  their  nuclei  do 
not  then  assume  a  distinctly  oval  form,  the  outline  remaining  clear. 
On  the  contrary,  the  cells,  normally  very  straight  or  even  rigid  in 
appearance,  tend  to  twist  and  curl,  and  the  elongated  nuclei  fade 
more  or  less.  When  uterine  muscle-cells  hypertrophy  they  retain 
their  stiff  appearance,  and  the  nuclei  remain  staff-shaped.  A  fine 
drawing  illustrating  hypertrophy  of  a  myoma  during  pregnancy 
will  be  found  in  the  '  Transactions  of  the  Obstetrical  Society,' 
vol.  XXX,  1888,  p.  417,  fig.  3,  illustrating  my  paper  on  "Myoma 
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and  Fibro-myoma  of  tbe  Utems,  and  Allied  Tumours  of  the 
Ovaiy."  In  some  of  the  other  illustrations  appended  to  the  same 
contribution,  muscle-cells  in  different  degrees  of  perfection  of 
type  are  faithfiilly  delineated  by  the  same  artist. 

From  the  history  of  this  case  and  the  microscopic  appearances  of 
sections  of  the  tumour,  it  appears  justifiable  to  suspect  that  the 
growth,  a  pure  myoma  at  first,  was  in  an  early  stage  of  sarcomatous 
degeneration.  Taking  the  most  favorable  view  of  the  case,  we 
may  term  the  tumour  a  "  soft  fibroid,"  a  growth  at  least  semi- 
malignant  in  character.  Such  a  growth  is  not  checked  by  removal 
of  the  appendages,  nor  does  it  usually  decrease  in  size  after 
the  menopause.  Von  Winiwarter  speaks  of  tumours  where  the 
"  younger  "  portions  contain  true  sarcoma-cells.  "  Clinically  these 
tumours  do  not  act  like  the  much  more  frequent  myomata,  but  like 
sarcomata."^ 

In  considering  this  case  in  relation  to  others  already  published, 
we  may  put  aside  all  where  the  tumour  was  a  primary  fibro-sarcoma 
or  pure  sarcoma  devoid  of  any  capsule ;  or  where  there  was  more 
or  less  haemorrhage  or  protrusion  of  a  broken-down  tumour  into 
the  uterine  cavity  or  vagina,  or  where  two  or  more  of  the  above 
conditions  existed  together.  Gusserow^  and  WinckeP  give  copious 
references  to  such  cases. 

It  is  rather  upon  the  malignant  degeneration  of  uterine  myomata 
that  the  present  specimen  throws  some  light.  Cancerous  changes 
may  be  briefly  dismissed.  Liebman,  of  Trieste,  has  described  a 
case"*  of  myo-carcinoma  where  secondary  deposits,  partly  made  up 
of  well-marked  plain  muscle-cells,  developed  in  the  lungs.  What 
has  occasionally  been  recorded  as  cancerous  degeneration  was  more 
probably  the  invasion  of  a  "  fibroid"  by  cancer,  beginning  in  the 
uterine  mucous  membrane  or  elsewhere.  Mr.  Roger  Williams 
describes  a  case  of  colloid  cancer  of  a  uterine  fibro-myoma  in  the 
•  Transactions  '  of  our  Society  (vol.  xxxvii,  1886,  p.  354).  Although 
he  concludes  that  the  cancer  "  really  originated  in  the  fibro- 
myoma,"  he  traces  the  origin  of  the  new  growth  to  utricular  glands 

'  '  Billroth's  General  Surgical  Pathology  and  Therapentios,'  Dr.  Hackley's 
translation,  1884. 

'■'  '  Die  Neubildungen  des  Uterus,'  1872. 

^  'Lehrbuch  der  Frauenkrankheiten,'  1886  (the  English  translation  does  not 
contain  tables  of  references). 

^  '  Centralbl.  f .  Gynak.,'  No.  17, 1889. 
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embedded  in  the  fibro-myouia.  This  theory  does  not  imply  degene- 
ration of  the  original  tumour  in  any  sense.  Dr.  A.  Martin,  of 
Berlin,  believes  that  no  authentic  case  of  cancerous  degeneration 
has  ever  been  recorded.^ 

Concerning  sarcomatous  degeneration  Gusserow  (loe.cit.),avei*y 
careful  observer,  speaks  with  caution.  "  The  fact  that  there  is  no 
closely  recorded  case  where  a  uteriue  sarcoma  possessed  a  capsule, 
like  that  in  the  majority  of  fibro-myomata,  is  important  in  respect 
to  the  question  of  the  metamorphosis  of  fibro-myoma  into  sarcoma." 
He  adds  in  a  foot-note,  "  Winckel  removed  a  great  tumour,  which 
consisted  of  a  fibrous  capsule  8  to  15  cm.  thick,  and  a  mixed  sar- 
coma, bigger  than  a  child's  head,  easily  isolated  and  capable  of 
entire  enucleation." 

Several  pathologists,  including  Virchow  and  Schroder,  believe 
that  sarcoma,  or  at  least  fibro-sarcoma,  is  generally  if  not  always 
developed  from  myoma  or  fibro-myoma.  In  a  series  of  205  opera- 
tions for  the  removal  of  "fibroids  "  of  the  body  of  the  uterus  by 
Dr.  Martin,"  four  of  the  tumours  were  intra-parietal,  well-capsu- 
lated  myomata  becoming  sarcomatous.  Hence  Dr.  Martin  has  no 
doubt  that  this  kind  of  degeneration  may  occur  in  "  fibroids  " 
independently  of  invasion  of  sarcoma  from  the  mucous  or  peritoneal 
aspects  of  the  uterine  wall. 

In  cases  recorded  by  Chrobak,  Miiller,  Simpson,  Schatz,  Winckel, 
and  others  the  sarcomatous  fibro-myoma  was  either  pedunculated, 
or  protruded  through  the  os  uteri,  or  was  beginning  to  ulcerate  or 
suppurate,  or  had  been  subjected  to  surgical  (or  sometimes  very 
unsurgical)  interference,  or  (as  in  G.  Milller's  case)  had  been 
damaged  by  impaction  in  the  pelvis.  In  the  present  case  the 
tumour  was  of  the  "  subpei'itoneal "  variety,  and  had  not  been 
injured  in  any  way.  Terrier's  "  sarcome  fascicule  "  ^  occurred  in  a 
uterus  infested  with  interstitial  "fibroids,"  but  evidence  that  it 
was  a  degenerated  "  fibroid  "  is  wanting.  In  a  sarcoma  removed 
by  Dr.  Garrigues*  the  uterine  cavity  was  free  from  disease,  the 
mucous  membrane  not  being  involved.  The  most  satisfactory  case 
hitherto  recorded  of  sarcomatous  degeneration  of  a  uterine  myoma 
is  Dr.  David  Finlay's,  already  published  in  the  Society's  '  Trans- 

'  '  Real-Encyclopadie  der  Gesammten  Heilkunde,'  art.  "  Uterus,"  1890. 
»  '  Centralbl.  f .  Gynak.,'  1888,  p.  389. 

'  '  Bulletin  de  I'Academie  de  Medecine,'  2e  aerie,  vol.  x,  1881,  p.  373. 
*  '  New  York  Medical  Journal,'  vol.  xxxvi,  1882. 
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actions.'*     The  case  may  profitably  be  compared  with  that  now 
exhibited. 

Dr.  Finlay's  patient  was  fifty-nine,  twenty-eight  years  older  than 
Mr.  Thornton's.  That  the  tumour  was  sarcomatous  there  could  be 
no  doubt.  There  were  enlarged  glands  in  the  left  groin  and  secon- 
dary deposits  in  the  second  left  intercostal  space,  the  "  back  of  the 
neck,"  the  small  intestines,  the  fundus  of  the  bladder,  the  base  of 
the  right  luug,  and  the  wall  of  the  right  ventricle.  The  primary 
tumour  was  partly  bi'oken  down,  the  firmer  portion  resembled  a 
"fibroid,"  but  there  were  "here  and  there  fleshy  tracts  of  rather 
firm  consistence."  The  patient  died  from  a  sudden  attack  of  peri- 
tonitis which  began  eight  days  after  admission  into  the  Middlesex 
Hospital.  Thus,  in  many  respects,  the  case  differed  from  that 
which  is  now  under  consideration. 

On  the  other  hand,  Dr.  Finlay's  tumour  was  surrounded  by  a 
distinct  capsule,  rarely  if  ever  seen  in  primary  sarcoma,  though 
constant  in  uterine  myoma.  The  tumour  now  shown  had  a  distinct 
capsule.  Dr.  Finlay's  patient "  first  noticed  a  hard  swelling  in  the 
lower  part  of  her  belly  fifteen  years  since,  but  suffered  no  incon- 
venience from  it  until  quite  recently,  when  it  had  seemed  to 
increase  more  rapidly  in  size.  .  .  .  On  admission,  a  tumour, 
which  was  hai'd,  rounded,  and  prominent,  was  found  occupying  the 
lower  part  of  the  abdomen  up  to  the  level  of  the  umbilicus."  Now 
the  metastatic  deposits  proved  the  malignant  character  of  the 
tumour,  and  the  microscopic  appearances,  as  well  as  the  history, 
indicated  that  it  was  primarily  a  myoma.  In  the  present  case  the 
tumour  was  small  four  years  before  removal.  Shortly  before  that 
event  it  increased  to  a  marked  degree.  When  the  operation  was 
performed  it  reached  above  the  umbilicus  and  extended  far  into 
the  left  loin.  A  pure  myoma  or  fibro-myoma  does,  no  doubt, 
grow  rapidly  in  exceptional  cases  ;  but,  coupled  with  the  micro- 
scopic appearances,  the  rate  of  increase  in  this  case  was  very 
suspicious.  In  short,  the  present  case  represents  an  earlier 
stage  of  the  condition  described  in  Dr.  Finlay's  account  of  his 
specimen. 

In  the  sections  now  exhibited  I  cannot  find  any  indication  of  the 

1  '  Trans.  Patb.  Soc.,'  vol.  xxxiv,  1883,  p.  177,  and  pi.  x.  Mr.  Callender's 
case  (ibid.,  vol.  ix,  p.  327),  to  which  Dr.  Finlay  refers,  resembled  the  present  case 
in  many  respects,  but  was  more  advanced ;  the  pericardium,  lungs,  and  sixth 
cervical  vertebra  contained  secondary  growths. 
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precise  origin  of  the  sarcoma-cells.  In  the  discussion  whicli  followed 
the  exhibition  of  Dr.  Finlay's  case,^  Mr.  Eve  questioned  whether 
the  spindle-cells  were  really  sarcomatous  spindle- cells,  or  whether 
they  were  not  embryonic  cells  in  course  of  development  into 
muscular  fibres.  In  some  specimens  of  myosarcoma  of  the  kidney 
shown  before  the  Society,"  Mr.  Eve,  as  well  as  other  obseiwers,  had 
been  able  to  trace  the  development  of  striated  fibres  from  the 
round  cells  by  noting  numerous  intermediate  forms.  Dr.  Dawson 
Williams  pointed  out  that  in  the  specimens  of  tumour  of  the  kidney 
shown  by  him — the  specimens,  in  fact,  to  which  Mr.  Eve  referred — 
it  was  easy  to  note  the  coincident  presence  of  the  various  forms  of 
cells  and  fibres,  but  there  was  no  proof  that  any  transformation  of 
the  one  into  the  other  had  occurred.  Dr.  Finlay  replied  that  the 
presence  of  metastatic  deposits  seemed  to  separate  his  case  from 
those  to  which  Mr.  Eve  alluded.  In  connection  with  the  above 
discussion  I  may  note  Dr.  Pernice's  cases^  of  malignant  racemose 
tumour  of  the  uterus  (myosai'coma  strio-cellulare  uteri ;  rhabdo- 
myosarcoma uteri),  described  since  the  publication  of  Dr.  Finlay 's 
paper.  In  its  early  stages  this  tumour  contains  spindle-cells,  some 
of  which  are  striated,  being,  in  fact,  embryonic  striped  muscle-cells. 
When  recurrent  the  tumour  assumes  all  the  appearances  of  a 
spindle-celled  sarcoma,  and  none  of  its  cells  bear  striae. 

In  the  present  case  some  homologous  change  in  development 
may  explain  the  pathological  appearances.  At  first  the  elements 
of  plain  muscle-cells  were  developed,  and  the  development  pro- 
ceeded till  muscle-cells  were  formed.  Later  on,  following  a  law 
well  known  in  relation  to  tumours  of  types  that  border  on  malig- 
nancy, some  of  the  same  elements  never  advance  beyond  their 
embryonic  stage.  This  theory  would  explain  the  semi-malignant 
nature  of  a  "  soft  fibroid,"  as  well  as  the  nature  of  a  "  fibroid  "  un- 
doubtedly undergoing  sarcomatous  degeneration.  The  distinction 
between  these  two  varieties  of  uterine  tumour  can  hardly  be  defined 
in  many  cases,  especially  in  that  which  forms  the  subject  of  this 
communication.  May  6th,  1890. 

'  '  Brit.  Med.  Journ.,'  vol.  5,  1883,  p.  459. 
2  '  Trans.  Path.  Soc,'  vol.  xxxiii,  1882,  p.  317. 

^  '  Virchow's  Arcliiv,'  vol.  cxiii,  pt.  1  ;  also  '  London  Medical  Recorder,'  1888, 
p.  476. 
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20.  Tumour  of  breast.     {Card  specimen.) 
By  E.  G.  Hebb. 

HB — ,  aged  54,  was  admitted  to  Westminster  Hospital  under 
•  Mr.  Macnamara,  October  13th,  1889,  for  a  tumour  of  the 
breast.  Had  three  children,  all  alive  and  healthy.  Family  history 
quite  negative.  Was  bom  in  Essex.  Has  had  rheumatic  fever 
three  times.  Cardiac  action  irregular;  first  sound  indistinct.  Pulse 
small.  Has  general  enlargement  of  thyroid.  The  right  nipple 
has  always  been  retracted  and  ill-formed,  and  this  breast,  although 
it  swelled  somewhat  during  pregnancy,  never  gave  any  milk. 

Complained  of  pain  in  right  breast  for  four  weeks  previous  to 
admission,  and  assigned  the  cause  to  be  a  severe  blow  on  breast 
about  one  week  before  the  pain  came  on.  The  pain  was  accompanied 
by  swelling.  On  admission  there  is  a  hard  tumour  about  the 
size  of  a  large  walnut ;  it  is  subjacent  to  nipple,  and  while  appa- 
rently adherent  to  the  skin  is  freely  moveable  over  the  tissues 
beneath.  The  nipple  is  much  retracted,  and  just  beneath  and 
to  the  outer  side  is  a  fistulous  aperture,  from  which  a  yellow 
discharge  exudes.  The  tumour  had  "broken  out  "  on  the  morning 
of  admission.  The  breast  was  removed  on  October  16th,  1889,  and 
the  patient  discharged  cured,  November  23rd,  1889.  Was  last 
seen  at  the  end  of  March,  1890,  at  which  time  there  was  a  simple 
cicatrix  without  thickening  or  adhesion. 

Microscopical  examination. — The  histological  appearances  are, 
on  the  one  hand,  those  of  an  atrophic  mammary  gland  ;  and,  on 
the  other,  those  of  inflammatory  tissue.  The  latter  is  quite  limited 
to  the  parts  immediately  subjacent  to  the  nipple,  is  penneated  by 
numerous  blood-vessels,  and  shows  as  well  a  few  isolated  giant-cells. 
Among  the  inflammatory  cells  are  also  numerous  spheroidal  areas 
of  variable  size.  These  are  surrounded  by  a  zone  of  giant- cells, 
and  are  filled  by  a  mass  of  fine  fibrillse,  the  structure  of  which  is 
obscure.  The  fibrillse  only  assume  a  diffuse  stain,  i.  e.  they  cannot 
be  coloured  apart  from  the  rest  of  the  tissue.  Osmic  acid  had  no 
effect. 

The  case  is  shown  to  put  on  record  the  areas  of  fibrillae  sur- 
rounded by  a  zone  of  giant-cells. 
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Fi'om  the  microscopical  appearances  aud  from  the  history  of  the 
case  it  -would  seem  that  the  "  areas  "  represent  a  long-standing 
condition,  while  the  inflammatory  tissue  is  of  recent  origin. 

May  6th,  1890. 


21.  Psorosperms  in  chronic  eczema  of  breast  {Pagefs  disease). 

By  J.  Hutchinson,  jun. 

[With  Plate  XIII.] 

I  BELIEVE  this  case  to  be  the  first  one  brought  forward  in  England 
confirmatory  of  M.  Darier's  discovery  of  the  presence  of 
psorosperms  or  coccidia  in  that  form  of  inveterate  "  eczema "  of 
the  breast  which  occasionally  precedes  scirrhus.  The  patient  from 
whom  the  specimens  were  obtained  was  a  woman,  aged  46,  who  for 
four  years  had  suffered  from  the  well-known  type  of  eczema  involv- 
ing a  patch  of  four  inches  diameter  around  the  left  nipple.  It  was 
of  a  deep  pink  or  reddish  colour,  discharging  very  slightly  and 
causing  but  little  pain,  with  smooth  and  shining  spots  scattered 
over  it  (where  the  epithelium  still  covered  the  corium).  The 
nipple  was  retracted,  and  the  appearances  present  were  precisely 
those  illustrated  in  the  '  Medico-Chirurgical  Transactions,'  vol. 
Ixiii,  p.  50  (Mr.  Henry  Morris's  case).  In  this  plate  the  well- 
defined  edge  and  the  deep  congestion  of  the  area  involved  are 
well  shown.  Some  few  months  before  the  patient  came  under 
my  care  a  lump  of  scirrhus  developed  in  the  breast  affected,  some 
little  distance  below  the  nipple  and  inflamed  patch  of  skin.  The 
axillary  glands  were  soon  implicated,  and  the  tumour  grew  rapidly. 
I  excised  the  whole  breast  and  cleared  the  axilla. 

After  hardening  in  the  usual  manner  sections  of  the  skin  were 
stained  with  hsematoxylin,  picro-carmine,  carmine,  &c.,  and  exa- 
mined specially  for  coccidia  and  psorosperms.  The  morbid  anatomy 
of  Paget's  disease  of  the  breast  apart  from  the  presence  of  para- 
sites has  been  so  thoroughly  worked  out  by  Messrs.  Morris,  Butliu, 
and  Dr.  Thin,  that  I  need  not  refer  to  it  here  except  to  recall  the 
fact  that  the  superficial  layer  of  the  epithelium  is  absent  to  a 
great  extent,  but  that  the  rete  mucosum  remains  in  patches  which 
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have  been  noticed  by  some  observers  to  be  vacuolated.  Several 
drawings  have  been  published,  both  in  our '  Transactions '  and  those  of 
the  Royal  Medical  and  Chii'urgical  Society,  and  in  '  St.  Bartholomew's 
Hospital  Reports  ;  '  and  Dr.  Wickham  considers  that  some  of  these 
represented  a  few  coccidia  without  recognising  their  nature.  I  have 
not  been  able  to  satisfy  myself  on  this  point.  However,  there  is 
little  doubt  that  the  "  vacuoles  "  which  have  been  noticed  were  really 
parasitic  ;  and  it  happened  to  me  to  observe  two  years  ago  the 
same  condition  in  a  case  of  inveterate  eczema  of  the  breast  under 
Mr.  W,  Tay.  Both  haematoxylin  and  picro-carmine  show  the 
coccidia  well,  though  sometimes  it  is  somewhat  difficult  to  distin- 
guish between  them  and  large  cell-nuclei.  As  shown  in  the  draw- 
ing of  a  section  made  vertical  to  the  surface,^  the  following  are  the 
distinguishing  points  : — 1.  The  coccidia  are  larger  than  the  epi- 
thelial cell-nuclei ;  accoi'ding  to  Leuckart  they  range  from  'Odd  to 
•037  mm.  in  length,  and  from  'OlS  to  "02  in  width.  He  is  here 
referring  to  those  seen  in  the  liver  and  intestines,  but  I  find  the 
same  hold  true  of  the  ones  found  in  the  breast.  2.  A  double  con- 
tour, which  is  really  their  "  shell-wall,"  can  be  distinguished,  and  is 
perhaps  their  most  characteristic  feature.  Within  this  wall  there 
is  usually  a  clear  space  more  or  less  surrounding  a  granular  or 
globose  mass  which  stains  with  the  reagent,  and  may  according  to 
Leuckart  divide  up  under  certain  conditions  into  four  oval  spores, 
which  he  terms  psorosperms.  It  should  be  remembered  that  M. 
Darier  and  M.  Wickham  both  speak  of  the  coccidia  or  parent 
bodies  as  psorosperms.  The  latter  are  shown  in  the  drawing,  some 
within  the  coccidia  and  others  free.  3.  Frequently  an  aperture  or 
projection  is  seen  at  one  end  of  the  oval  coccidium,  the  micropyle, 
through  which  the  nutrition  of  the  parasite  is  obtained  and  the 
psorosperms  expelled. 

One  obtains  a  very  imperfect  idea  of  the  number  of  coccidia 
present  by  means  of  vertical  stained  sections  ;  sometimes  one  comes 
upon  a  grouj)  of  three  or  four  lying  close  together,  but  the  best 
way  of  estimating  their  number  is  to  scrape  the  surface  of  the 
eczema,  to  soak  the  scraping  in  liquor  potassse  for  half  an  hour, 
and  then  mount  in  Tarrant's  solution.  By  this  method  (which  I 
have  found  better  than  those  recommended  by  M,  Darier  of  treating 
a  scraping  with  bichromate  or  iodine  solution)  the  coccidia  are  made 
to  show  out  well;  and  cannot  possibly  be  mistaken  for  cell-nuclei. 
»  Plate  XIII,  figs.  1  and  2. 
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Upwards  of  a  hundred  can  thus  be  counted  in  a  single  field  when 
using  a  power  of  five  eighths  of  an  inch.  The  contents  of  the  coc- 
cidia  appear,  as  a  rule,  when  thus  treated  with  liquor  potassae,  to 
be  finely  granular,  but  sometimes  indications  of  psorosperm  forma- 
tion can  be  made  out.^  It  is  therefore  an  extremely  simple  matter 
to  demonstrate  the  presence  of  the  parasite  in  any  suspected  case,  a 
scraping  from  the  surface  being  alone  required.  As  regards  their 
site,  of  course  only  sections  will  afford  a  demonstration.  They 
occur  freely  amongst  the  epithelial  cells,  sometimes  lying  with  their 
long  axes  parallel  to  the  surface,  often  perpendicular,  and  at  the 
margin  of  the  corium.  M.  Darier  believes  that  he  has  detected 
them  in  the  corium  itself,  but  this  is  uncertain.  Amongst  the 
abundant  cell-infiltration  of  the  corium  in  my  case  I  found  some 
oval  bodies  which  were  much  larger  than  the  nuclei,  but  could  not 
prove  that  they  were  coccidia  ;  at  any  rate,  they  possessed  no  definite 
double  contour.  In  the  ducts  leading  to  the  cancer  M.  Darier  has 
found  them  abundantly,  and  M.  Wickham  states  that  they  occur 
in  the  scin-hus  itself.  They  have  also  been  detected  in  several  cases 
of  epithelioma.  Their  true  relation  to  the  development  of  cancer 
is  as  yet  too  uncertain  to  dogmatise  upon. 

I  examined  the  nipple,  and  a  small  patch  of  eczema  around  it, 
from  a  case  of  scirrhus  in  which  the  cancer  preceded  the  inflamma- 
tion around  the  nipj)le,  and  found  no  sign  of  coccidia  or  psorosperms. 
I  have  also  examined  sections  of  healthy  mammary  skin  without 
finding  any  bodies  that  at  all  resemble  the  parasites. 

In  the  case  just  referred  to,  the  irritating  secretion  from  the 
cancerous  breast  appeared  to  have  set  up  superficial  ulceration 
around  the  nipple-ducts,  and  the  latter  had  clinically  no  features 
in  common  with  those  of  the  inveterate  "  eczema  "  known  as  Paget's 
disease.  To  conclude  the  notice  of  the  case  in  which  the  parasites 
were  found,  it  should  be  stated  that  the  scirrhus  was  of  the  usual 
type,  except  that  in  some  parts  it  resembled  "  duct-cancer." 

The  lymphatic  glands  were  the  seat  of  extensive  secondary  de- 
posit. 

M.  Darier's  discovery,  which  may  be  now  considered  as  having 
definitely  decided  the  much-debated  nature  of  Paget's  disease  of 
the  breast,  was  communicated  to  the  Societe  de  B  ologie  on  April 
13th,  1889.  A  valuable  paper  on  the  same  subject  Ity  M.  "Wickham, 
based  on  six  cases,  appeared  in  the  '  Archives  de  Medicine  Experi- 
'  Plate  XIII,  fig.  3. 
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Illustrating  Mr.  Jonathan  Hutchinson,  jun.'s,  paper  on  Coccidia 
in  Chronic  Eczema  of  the  Breast.     (Page  214.) 

Fio.  1. — Magnified  800  diam.  From  surface  of  a  section  stained  with  picro- 
carmine.     Two  coccidia,  one  (a)  inside  an  epithelial  cell  (J). 

FlQ.  2. — Vertical  section  of  surface  epithelium  (a)  and  the  edge  of  the  corium 
(d),  magnified  about  500  diam.  The  nuclei  of  the  epithelium  are  somewhat 
irregularly  disposed,  and  towards  the  deeper  border  of  the  epithelium  are  seen 
two  coccidia  (b  and  c)  having  a  double  contour,  and  with  their  long  axes  nearly 
vertical  to  the  surface. 

Figs.  3  and  4  are  drawn  under  precisely  the  same  magnifying  power  (800 
diam.).  Fig.  3  shows  a  group  of  supposed  coccidia  in  a  scraping  from  the 
breast,  not  stained,  but  treated  with  Liquor  Potassae.  Fig.  4  shows  various 
forms  of  coccidia  found  in  the  rabbit's  liver,  from  sections  stained  with  haema- 
toxylin.  Hence  the  outline  and  contents  are  more  distinctly  shown  in  fig.  4, 
but  the  resemblances  in  size,  &c.,  are  fairly  close. 

Fig.  3. — a  a  a.  Coccidia  showing  granular  contents  (compare  a  a  in  fig.  4). 
6  b.  Coccidia  with  crenated  or  shrunken  edges  (compare  d,  fig.  4). 

Fig.  4. — a  a.  Amoeboid  form  of  coccidium  without  shell.  A.  With  strongly 
refracting  granules  (dead  ? — Leuckart).     d.  Empty  shell. 
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mentale '  for  Jamiary,  1890.  It  contains  many  illustrations  of  the 
coccidia,  and  it  may  be  noted  that  the  writer  refers  to  some  in- 
effectual attempts  to  transfer  the  disease  by  inoculation  to  the  skin 
of  animals. 

M.  Darier  believes  that  possibly  molluscum  contagiosum,  and 
that  certainly  a  peculiar  form  of  skin  disease  which  he  terms  psoro- 
spermose  vegetante  folliculaire,  are  due  to  the  same  parasite. 

It  is  probable  that  the  recognition  of  the  parasitic  nature  of 
Paget's  disease  of  the  breast  (which  might  be  termed  psorospermic 
or  cocci  dial  dermatitis)  will  lead  to  more  effective  treatment  of  the 
disease.  The  prolonged  use  of  some  irritating  antiseptic,  such  as 
carbolic  acid  in  strong  solution,  or  salicylic  acid,  may  be  sufficient 
to  destroy  the  parasite  in  its  habitat,  the  epithelium  ;  though  pro- 
bably this  cannot  be  effected  without  destroying  the  latter.  It 
must  be  remembered  that  the  coccidia  lie  often  in  the  deepest  cells 
of  the  rete  mucosum,  and  that  their  shell  protects  them  from  the 
action  of  various  chemicals.  Thus  they  pass  unharmed  through 
the  stomach  of  the  rabbit  and  sometimes  of  man,  and  experiments 
point  to  their  strong  resistance  to  such  fluids  as  chromic  acid  solu- 
tion. And  it  is  possible  that  no  measures  short  of  destroying  the 
surface  with  cautery  or  scoop  will  suffice  in  completely  eradicating 
them  from  the  affected  area  of  skin. 

As  already  noted,  it  is  somewhat  doubtful  if  they  occur  in  the 
corium.  In  the  sections  from  my  case  it  seemed  probable  that 
certain  oval  bodies  seen  there  were  rudimentary  coccidia,  but  as 
they  possessed  no  membrane  resembling  a  shell,  and  were  exactly 
like  large  epithelial  nuclei,  I  was  unable  to  arrive  at  a  positive 
decision.  The  immigration  of  the  parasites  into  the  corium  would 
well  explain  the  extreme  amount  of  cell-exudation  into  the  latter. 

It  is  curious  that  the  same  parasite  is  associated  with  so  many 
different  diseases ;  in  rabbits  and  many  other  mammals  they  produce 
a  destructive  disease  of  the  liver,  whilst  they  may  also  affect  the 
urinary  tract  (see  case  reported  by  Mr.  F.  S.  Eve  in  our  '  Transac- 
tions ')  and  the  intestines.  In  man  they  have  been  found  in  the 
latter  two  situations  and  in  the  liver,  and  it  is  possible  that  some 
cases  of  supposed  hepatic  cancer  may  be  proved  to  be  due  to  coccidia. 
Dr.  Hake,  who  first  wrote  upon  the  disease  they  produce  in  rabbits, 
believed  it  to  be  cancerous.  It  may  be  mentioned  here  that  although 
it  has  been  asserted  that  in  molluscum  contagiosum  coccidia  are 
present,  the  latest  researches  do  not  confirm  this  statement. 
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I  have  examined  two  cases  of  molluscuin  contagiosum  recently 
with  negative  results. 

Through  the  kindness  of  Sir  James  Paget  and  Mr.  Croft  I  was 
able  to  examine  a  second  case  of  inveterate  eczema  of  the  nipple 
region.  The  patient  was  an  elderly  lady  who  had  had  for  three  or 
four  years  retraction  of  one  nipple  with  a  patch  of  surrounding 
dermatitis.  As  the  breast  beneath  was  suspiciously  hard,  Sir  J. 
Paget  advised  excision,  which  was  jDerformed  by  Mr.  Croft.  The 
breast  itself  was  rather  a  small  or  atrophic  one,  and  contained  a 
great  number  of  cysts  of  varying  sizes,  situated  towards  the  peri- 
phery of  the  gland,  and  probably  of  the  nature  of  "  involution-cysts," 
or  cystic  degeneration.  Around  the  retracted  nipple  was  a  congested, 
soft,  smooth  patch  about  one  inch  in  diameter.  The  margin  was 
well  defined  and  slightly  raised,  the  surface  evidently  still  covered 
with  some  epithelium,  and  desquamating  very  slightly.  The  affected 
skin  was  quite  as  soft  as  the  adjacent  normal  part.  There  was  no 
trace  of  scirrhus,  A  scraping  was  taken  from  the  surface  and 
treated  with  liquor  potassse  in  the  usual  manner.  No  appearances 
similar  to  those  described  in  the  first  case  wei'e  seen,  although  many 
scrapings  were  examined.  Nor  did  sections  stained  by  a  variety  of 
methods  show  positive  evidence  of  coccidia.  A  precisely  similar 
case  is  described  by  M.  Wickham  in  his  elaborate  thesis  on  the 
subject  of  Paget's  disease  (published  June  4th,  1890). 

There  is  no  doubt  that  under  the  latter  heading  cases  have  been 
reported  of  true  chronic  eczema  not  due  to  or  accompanied  by  the 
presence  of  coccidia,  and  that  in  some  only  very  careful  microscopical 
examination  will  decide  the  point.  Nevertheless  we  may  assert 
that  certain  characters  of  the  disease  ai'e  fairly  conclusive  in  the 
parasitic  form  of  Paget's  disease,  of  which  the  following  are  the 
chief : 

1.  The  extremely  congested,  deep  red  sui-face. 

2.  The  absence  of  marked  desquamation  ;  as  a  rule  there  is  only 
a  slight  thin  discharge. 

3.  A  sharply  defined  rounded  outline,  the  edge  being  a  little 
raised  and  indurated. 

4.  The  presence  of  islands  of  thin  epithelium  scattered  through- 
out the  patch,  which  may  give  the  appearance  of  very  thin  scars. 

The  facts  that  the  nipple  is  nearly  always  retracted,  and  that  the 
lesion  is  unilateral  and  has  not  developed  during  the  period  of 
lactation,  are  not  of  so  much  diagnostic  value,  but  it  is  of  more  im- 
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portance  to  note  that  in  the  parasitic  cases  there  is  no  tendency  to 
spontaneous  cure  ;  on  the  other  hand,  the  disease  steadily  advances 
and  resists  all  anti-eczematous  treatment. 

These  statements  are  based  upon  the  records  of  the  French  cases 
as  well  as  my  own.  It  now  remains  briefly  to  refer  to  certain  ob- 
servations made  after  the  examination  of  the  case  described  at  the 
commencement  of  the  paper. 

In  the  hope  that  the  supposed  coccidia  found  in  the  scrapings 
could  be  differentiated  by  staining,  a  large  number  of  methods  were 
tried,  but  without  any  decided  result.  Nor  has  M.  Darier  as  yet 
succeeded  in  finding  a  distinctive  stain. 

Skin  from  the  nipple  region  of  a  case  affected  with  common 
eczema  (the  breast  being  cancerous)  was  found  to  show  nothing 
like  coccidia.  Scrapings  from  typical  epithelioma  of  the  lower  lip, 
tongue,  glans  penis,  &c.  yielded  a  negative  result,  as  also  did 
sections  from  the  same  cases.  And  I  think  that  the  asserted  dis- 
covery of  coccidia  in  some  cases  of  epithelioma  should  at  present 
be  received  with  much  doubt.  And  even  if  a  few  of  the  parasites 
were  found  in  such  tumours,  the  fact  would  by  no  means  prove 
any  setiological  connection.  I  may  repeat  that  in  the  case  repoi-ted 
almost  every  scraping  showed  hundreds  of  the  oval  bodies  when 
treated  with  liquor  potassae,  and  it  may  fairly  be  claimed  that  this 
reaction  is  very  suggestive  as  to  their  real  parasitic  nature. 

March  18th,  1890. 


22.  Carcinoma  of  breast  following  eczema  of  nipple. 
By  Gilbert  Barling. 

A  LADY,  aged  58,  was  sent  to  me  by  Mr.  Webb,  of  Ii-onbridge, 
on  March  21st,  1888,  with  intractable  eczema  of  the  left 
nipple  and  a  suspicious  nodule  in  the  breast.  The  eczema  had 
been  in  existence  for  six  months  ;  sometimes  it  was  better,  but  had 
never  altogether  subsided.  I  found  the  nipple  only  affected,  and 
not  the  areola.  The  former  showed  an  abraded  surface  with  some 
sticky  material  on  its  base,  but  no  actual  ulceration,  and  to  the  feel 
it  was  thick  and  leathery.     Running  directly  inwards  from  the 
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nipple  was  an  indurated  cord,  one  and  a  half  inches  in  length,  which 
ended  in  a  nodule  the  size  of  a  horse-bean  in  the  substance  of  the 
breast.  The  skin  over  the  whole  breast  was  moveable  and  free 
from  puckering,  and  the  axillary  glands  were  unenlarged. 

I  advised  partial  excision  of  the  breast  in  a  month  if  there  was 
no  improvement,  and  this  was  accordingly  done  on  April  19th, 
1888,  the  nodule  appearing  to  have  slightly  increased  meanwhile. 

The  middle  third  of  the  breast  was  removed  with  the  overlying 
skin,  and  a  corresponding  portion  of  the  pectoral  fascia  and  muscle. 
Incision  into  the  little  tumour  showed  a  firm  yellowish-white 
surface,  which  cupped  like  ordinary  scirrhous  carcinoma. 

The  affected  parts  were  hardened  in  alcohol,  embedded  in  cel- 
loidin,  and  cut  in  a  series  of  sections,  six  in  number. 

Sections  No.  i  from  the  nipple  show  almost  complete  absence  of 
the  borny  layers  of  the  epidermis ;  the  rete  mucosum  is  much 
thickened,  and  is  obscured  by  small-cell  infiltration,  which  extends 
into  the  corium  :  there  are  som.e  patches  which  appear  to  be  due  to 
overgrowth  of  the  sebaceous  glands.  The  milk-ducts  can  be 
traced  through  the  whole  depth  of  the  nipple  in  different  sections 
distended  with  epithelium,  which  is  coarse  in  size,  generally  stunted, 
columnar  in  shape,  and  sometimes  multinucleated. 

Sections  ii,  iii,  iv,  and  v  show  large  ducts  filled  either  with 
epithelium  or  with  debris  of  the  same ;  and  in  the  walls  of  the  ducts, 
close  to  the  epithelium,  is  a  layer  of  fibrous  tissue  which  appears 
to  have  undergone  hyaline  degeneration  :  surrounding  the  ducts  in 
places  is  a  dense  small-cell  infiltration. 

Section  iv  shows  also  a  small  patch  of  alveolar  carcinoma  of  the 
firm  scirrhous  type. 

Sections  No.  vi  of  the  small  nodule  show  the  ducts  running  into 
the  small  tumour  mass,  which  is  made  up  mainly  of  alveolar  car- 
cinoma, such  as  generally  develops  from  the  acini  of  the  breast, 
though  in  places  attempts  at  the  formation  of  duct -carcinoma 
appear.     The  epithelium  is  mostly  spheroidal. 

I  conclude,  therefore,  that  this  is  a  very  early  specimen  of  acinous 
carcinoma  of  the  breast,  due  to  the  so-called  eczema  of  the  nipple, 
and  that  the  process  started  in  the  orifices  of  the  ducts,  extending 
thence  to  the  acini. 

It  is  of  importance  to  mention  that  the  patient  remains  well  up 
to  the  present  time,  twenty  months  since  the  operation.  I  hope  to 
communicate  her  future  fate  to  the  Society. 
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This  case  is  another  illustration  of  the  brief  time  which  may 
elapse  between  the  commencement  of  the  eczema,  or  chronic  papil- 
lary dermatitis,  and  the  develoj)ment  of  carcinoma. 

December  17  th,  1889. 


23.  Duct-carcinoma  of  breast. 

By  H.  Betham  Robinson. 

[With  Plate  XII,  fig.  3.] 


THE  breast  described  below  was  removed  from  a  married  woman, 
aged  46,  by  Sir  William  MacCormac  in  June,  1889. 

She  had  never  had  very  good  health,  but  she  had  had  no  trouble 
with  the  breast  before. 

A  little  over  three  years  before  admission  she  noticed  a  hard 
lump  in  the  left  breast  just  above  and  to  the  outer  side  of  the 
nipple.  Its  size  remained  stationary,  and  gave  her  no  pain  until 
three  months  before  she  came  to  the  hospital  ;  then  it  rapidly  grew 
and  became  painful. 

The  main  bulk  of  the  growth  was  situated  in  the  upper  and  outer 
quadrant  of  the  breast.  It  was  hard,  nodular,  and  irregular  on 
the  surface,  but  at  some  spots  there  was  distinct  elasticity.  The 
growth  radiated  in  the  line  of  the  ducts  from  the  nipple  to  the 
periphery,  and  the  main  swelling  seemed  to  correspond  to  about  two 
lobules.  The  skin  was  quite  free  over  it  and  not  altered  in  appear- 
ance, and  the  growth  itself  was  freely  moveable  on  the  deep  struc- 
tures and  was  fairly  well  defined.  The  tumour  dragged  upon  the 
nipple,  but  there  was  no  retraction  ;  there  was  no  eczema  of  the 
nipple  or  areola,  and  no  enlargement  of  the  axillary  glands.  Some 
discharge  escaped  from  the  nipple  on  pressing  the  growth. 

In  addition  to  the  main  swelling  there  were  three  nodules  in  the 
lower  and  outer  quadrant,  and  two  small  ones  in  the  upper  and 
inner  quadrant ;  these  were  situated  about  halfway  between  the 
nipple  and  the  margin  of  the  breast.  The  right  breast  was  quite 
healthy. 
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The  whole  breast  was  removed.  On  cutting  into  it  the  distribu- 
tion of  the  growth  was  found  to  con'espond  to  that  previously 
mapped  out.  The  tumour  appears  like  a  cystic  thyroid ;  it  is  com- 
posed of  nodules  more  or  less  separated,  which  consist  of  a  gelatinous 
material  supported  by  a  fibrous  framework  ;  the  former  has  bulged 
considerably  on  section.  The  growth  is  lobulated  and  well  defined, 
and  in  places  is  pigmented  from  blood-staining.  In  places  there 
are  cysts  which  were  filled  with  a  thick  gi*eenish-brown  fluid,  but 
some  of  the  smaller  ones  contained  blood-clot. 

Under  the  microscope  there  is  seen  at  the  margin  of  the  growth 
a  cystic  condition  of  the  breast.  It  is  to  be  noticed  that  the  smaller 
ducts  are  dilated,  but  the  acini  do  not  ajjpear  to  be  much  altered, 
except  there  are  more  small  round  cells  scattered  around  them  than 
in  the  normal  condition.  These  dilated  ducts  are  lined  with  a 
columnar  epithelium,  the  cells  of  which  are  proliferating  ;  towards 
the  interior  the  cells  aj)pear  almost  spheroidal,  and  they  are  being 
converted  into  the  gelatinous  material  before  mentioned.  The 
larger  ducts  show  only  two  or  three  layers  of  cells,  but  some  of  the 
smaller  ducts  are  completely  choked.  Surrounding  the  ducts  and 
acini  is  a  fairly  dense  connective  tissue.  It  is  to  be  seen  that 
papillary  j^rocesses  covered  with  several  layers  of  a  columnar  epi- 
thelium pass  from  the  walls  into  the  interior  of  the  dilated  ducts ; 
these  papillae  are  of  a  delicate  connective  tissue  with  dilated 
blood-vessels.  In  the  centre  of  the  growth  the  cysts  are  very 
large,  the  proliferating  processes  branching  out  in  all  directions, 
so  that  they  almost  completely  fill  the  cysts ;  sections  of  these 
papillae  are  seen  cut  in  various  directions.  The  interval  between 
these  processes  is  filled  up  by  the  gelatinous  material.  This 
substance  swells  up  in  water  and  weak  spirit,  and  is  made  turbid 
by  the  latter ;  but  in  absolute  alcohol  it  shrivels  up ;  haematoxylin 
stains  it  a  reddish-purple  colour.  It  resembles  the  material  met 
with  in  ovarian  adenomata,  and  as  in  them  it  is  pi'oduced  by 
transfonnation  of  the  epithelial  cells.  It  seems  to  j^resent  the 
characters  of  mucus  rather  than  colloid,  and  is  due  to  a  mucoid 
degeneration  of  the  cells.  Besides  general  dilatation  of  the  blood- 
vessels there  is  exti*avasation  of  blood  in  j^laces  into  the  connective 
tissue  and  into  the  cysts.  The  connective  tissue  is  fibrous,  and 
shows  no  marked  round-celled  infiltration. 

Remarks. — From  the  resemblance  of  the  clinical   history   and 
pathological  features  in  this  case  to  those  of  duct  cancer  previously 
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recorded  it  is  one  more  link  towards  establisliing  a  basis  for  the 
successful  diagnosis  of  this  disease. 

I  think  from  looking  at  the  microscopical  specimens  we  have  some 
evidence  as  to  the  starting-point  of  the  disease.  On  examining 
cases  of  cystic  disease  of  the  breast  there  is  found  a  lobular  thicken- 
ing with  nodulation,  generally  limited  to  one  or  two  lobules,  but 
especially  affecting  those  in  the  upper  half  of  the  gland.  This 
thickening  is  due  to  an  increased  connective-tissue  formation  with 
the  development  of  small  retention  cysts,  and  this  change  is  asso- 
ciated with  the  process  of  involution  going  on  in  the  breast.  These 
cysts  are  lined  with  a  proliferating  epithelium,  the  deeper  layers 
of  which  are  columnar.  Gross  ^  says  that  cystic  disease  is  formed 
chiefly  by  dilatation  of  the  acini  of  the  gland,  but  in  the  specimens 
I  have  examined  the  cystic  change  certainly  takes  place  mostly  in 
the  small  ducts,  and  we  know  that  an  analogous  process  is  common 
in  other  organs  in  sclerosis  or  cirrhosis. 

In  this  cystic  disease  of  the  breast  we  have  a  very  good  founda- 
tion for  the  commencement  of  a  duct-carcinoma.  If  Gross's  view 
is  correct  as  to  the  origin  of  cystic  disease,  then  the  only  carcinoma 
that  can  arise  is  the  spheroidal  or  glandular.  Given,  then,  with 
ordinary  cystic  disease  a  tendency  to  proliferation  of  the  duct 
epithelium,  the  road  is  not  far  to  the  development  of  a  carcinoma. 

In  this  tumour  we  have  at  the  edge  of  the  gi'owth  evidence  of  a 
chronic  lobular  interstitial  mastitis,  and  we  can  distinctly  trace  the 
formation  of  the  papillary  processes  from  the  earliest  change  up  to 
the  extreme  complexity  formed  by  their  branching. 

In  the  sections  there  is  very  little  infiltration  of  round  cells  in 
the  connective  tissue,  and  the  new  growth  seems  to  keep  within  the 
limits  of  the  basement  membrane.  Its  aj^peai'auce,  then,  under  the 
microscope  Avould  not  suggest  any  marked  malignancy,  and  the 
history  of  most  of  the  cases  goes  to  prove  that  such  is  the  case. 
It  is  quite  the  exception  to  get  enlargement  of  the  axillary  glands  ; 
local  recurrence  is  not  so  rai'e,^  but  secondary  growths  apjjear  to 
be  very  rare.^ 

Although  the  connective  tissue  appears  unaltered,  I  would 
consider  that  the  specimen  is  one  of  "  duct-carcinoma,"  and  not  of 

1  Gross,  '  Tumours  of  the  Breast.' 

-  Butliu,  '  Trans.  Path.  Soc.,'  vol.  xxxviii ;  Bowlby,  '  St.  Bartholomew's  Hosp. 
Rep.,'  vol.  xxiv. 

5  Shattock,  '  Trans.  Path.  Soc.,'  vol.  xxxix. 
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"  multiple  papillary  growths  of  tlie  ducts."  In  the  early  stage  of 
malignant  disease,  the  so-called  pre-cancerous  stage,  it  is  not  at  all 
uncommon  to  find  great  papillary  formations  without  any  appreci- 
able change  in  the  connective  tissue :  this  is  nowhere  better  marked 
than  in  the  tongue. 

Within  the  last  few  days  I  have  had  news  of  the  patient  from 
whom  the  breast  was  removed.  It  is  now  one  year  since  the  opera- 
tion, and  she  is  quite  well  and  without  any  sign  of  recurrence. 

May  6th,  1890. 


24.  Cystic  disease  of  the  left  breast  followed  by  atrophic  scirrhus 
of  the  right  breast. 

By  T.  W.  NuNN. 

THE  case  is  that  of  a  lady  who  died,  aged  57,  in  July,  1889,  with 
atrophic  cancer  of  the  right  breast.  Four  years  previously, 
that  is  in  1885,  I  had  amputated  the  left  breast  on  account  of  its 
being  the  seat  of  cystic  disease.  The  patient  was  under  the  care 
of  Mr.  A.  Roberts,  of  Kensington  Square,  and  to  him  I  am  indebted 
for  the  details  of  the  history  of  the  patient,  extending  over  the 
ten  years  relating  to  her  breast  disease.  In  August,  1879,  Dr. 
Koberts's  attention  was  called  by  his  patient  to  a  small  tumour  of 
the  left  breast  situated  not  far  from  the  nipple,  there  was  occa- 
sional exudation  of  sauguinolent  fluid  from  the  nipple  itself;  be- 
yond this,  little  or  no  inconvenience  was  suffered.  The  tumour 
gradually  increased  so  much  in  volume,  that  the  patient  consented 
to  an  operation,  which  was  carried  out  as  above  stated.  There 
was  no  enlargement  of  the  axillary  or  other  lymphatics.  Nothing 
retarded  convalescence — no  suppuration  accompanied  the  healing 
of  the  wouud. 

The  tumour  was  made  up  mainly  of  one  large  cyst,  from  which 
during  the  operation  at  least  a  pint  of  brownish  fluid  gushed  out. 

The  wall  of  the  cyst  was  thin.  On  the  inside  of  the  cyst  there 
were  on  the  deep  aspect  some  few  nodules  of  the  size  of  a  hemp 
seed,  projecting  in  the  cyst  cavity. 

Microscopical  sections  of  the  cyst- wall  and  of  the  nodular  portion 
were  made  for  me  by  Mr.  Martin  Cole.     Entertaining  no  doubts  as 
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to  the  nature  of  the  tumour — that  is  to  say,  that  it  was  non-malig- 
nant— I  (lid  not  at  the  time  make  very  minute  examination  of  the 
sections. 

After  the  removal -of  the  tumour  the  patient's  general  health, 
Dr.  Roberts  informs  me,  considerably  improved,  and  continued  in  a 
fair  state  until  July,  1888,  that  is,  three  years  from  the  date  of  the 
operation  ;  then  the  strength  began  to  fail,  the  patient  was  fatigued 
on  the  least  exertion,  and  she  lost  interest  in  everything  about 
her ;  her  pulse  became  feeble,  later  on,  intermittent,  and  an  aortic 
"  bruit,"  at  first  slight,  gradually  increased.  In  September  indi- 
gestion and  "torpid  liver"  complicated  matters.  She  was  seen  by 
Dr.  Quain. 

In  April,  1889,  the  patient  being  then  at  Dover,  Dr.  Eoberts  was 
sent  for  in  consequence  of  a  troublesome  cough  and  excessive 
debility.  Dr.  Eoberts  discovered  patches  of  congestion  at  the  base 
of  both  lungs  and  elsewhere. 

During  the  examination  of  the  chest  the  fact  that  the  right 
breast  had  become  the  seat  of  scii-rhus  came  to  light.  Trouble  as 
regards  that  breast  had  been  hitherto  concealed.  After  the  pa- 
tient's return  to  London,  I  by  the  kindness  of  Dr.  Roberts,  in  June, 
had  the  opportunity  of  examining  this  breast,  i.  e.  one  month  before 
the  fatal  termination  of  the  case. 

The  entire  gland  was  so  shrunken  as  to  form  only  a  slightly 
raised  linear  induration,  running  obliquely  upward  towards  the 
axilla,  resembling  cheloid  of  a  cicatrix.  There  was  consolidation 
of  the  integument  and  other  tissues. 

No  surgical  interference,  therefore,  could  be  thought  of.  The 
functions  of  the  heart  and  lungs  became  more  and  more  imperfectly 
performed,  and  death  took  place  at  the  date  just  mentioned — 
namely,  in  July  last  year.  There  was  nothing  wJiatever  abnoi*mal 
to  be  observed  at  any  part  on  the  left  side.  In  vol.  xiii  of  the 
Society's  '  Transactions,'  p.  224,  there  is  recorded  a  similar  case  of 
atrophic  cancer  resulting  in  a  linear  induration,  by  Mr.  Ernest  Hart, 
and  a  wood  engraving  given  showing  the  cicatrix-like  appearance. 

I  have  placed  under  the  microscope  sections  of  the  cyst-wall,  and 
a  section  through  the  part  where  the  nodules  were  found ;  of  this 
latter  I  have  here  a  drawing.  The  appearances  as  shown  in  the 
drawing  are  suspiciously  like  those  of  carcinoma. 

Cases  of  the  association  of  cystic  disease  of  the  breast  with 
cancer  have  been  described  in  vols,  xix  and  xxii  by  the  late  Mr.  De 

15 
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Morgan  and  by  Mr.  Thomas  Smith  respectively.  In  tlie  first  case 
cystic  disease  in  one  breast  was  accompanied  by  cancer  in  the  oppo- 
site gland.  In  tbe  second  case,  Mr.  Thomas  Smith's,  cystic  disease 
seemed  to  have  supplanted  the  cancer,  which  had  become  obsolete 
and  had  calcified. 

The  question  is,  "What  was  the  relation  of  the  cystic  growth  to  the 
cancer — were  these  distinct  and  separate  forms  of  morbid  growth  ? 
May  it  be  that  what  is  cystic  disease  at,  say,  fifty  years  of  age  is 
cancer  at  sixty?  Every  year  of  life  modifies  the  conditions  of 
growth,  and  a  constitutional  fault  may  have  thus,  various  expres- 
sions. I  may  here  state  that  the  report  on  Mr.  Smith's  specimen 
by  the  Committee  on  Morbid  G-rowths,  signed  by  Henry  Amott 
and  William  Cayley,  would  in  its  latter  part  nearly  apply  to  the 
one  I  have  ventured  to  bring  before  the  Society. 

There  are  clinical  questions  in  connection  with  cystic  disease 
upon  which  I  do  not  enter — diagnosis  and  prognosis,  to  wit,  and 
as  to  what  interpretation  should  be  put  upon  coloured  discharges 
from  the  nipple.  May  20th,  1890. 

Report  of  the  committee  appointed  to  examine  Mr.  Nunn^ s  specimens. 
— We  have  carefully  examined  Mr.  Nunn's  sections  of  the  wall  and 
adjoining  tissue  of  the  cyst  of  the  left  breast,  which  was  removed 
four  years  previously  to  the  discovery  of  the  "  atrophic  scirrhus  " 
in  the  right :  of  the  latter  growth  no  sections  have  been  submitted 
to  us;  for  -ao post-mortem  was  made. 

We  have  no  hesitation  in  pronouncing  the  disease  to  be  duct- 
carcinoma  associated  with  the  presence  of  an  unusually  large  cyst. 
The  nodules  described  by  the  author  j^resent  the  typical  characters 
of  this  new  growth ;  i.  e.  a  congeries  of  complex  branching  spaces 
lined  with  columnar  epithelium.  In  one  of  the  sections  including  the 
skin  there  is  an  infiltration  of  the  subcutaneous  fat  with  tubular 
processes  of  the  new  growth. 

The  wall  of  the  main  cyst  is  of  considerable  thickness,  and  is  at 
present  devoid  of  epithelial  lining. 

In  the  absence  of  preparations  of  the  tumour  of  the  right  breast 
it  is  impossible  to  express  any  opinion  as  to  its  histological  nature, 
or  of  the  I'elation  which  it  might  bear  to  the  duct-carcinoma  removed 
from  the  left. 

Anthony  A.  Bowlby. 

Samuel  G.  Shattock. 
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25.  Dud-carcinoma  of  male  nipple.     {Card  specimen.') 

By  H.  Betham  Robinson. 

[With  Plate  XII,  fig.  4.] 

THE  section  shown  was  taken  from  a  man  aged  48.  He  was 
admitted  to  the  hospital  with  a  squamous  epithelioma  of 
the  tongue,  accompanied  by  extensive  glandulai*  affection  on  the 
left  side  of  his  neck.  When  operating  on  his  tongue  the  enlarge- 
ment  of  the  left  nipple  was  fi.rst  noticed.  The  patient  afterwards 
could  not  give  any  history  as  to  how  long  he  had  had  it  because  he 
had  not  previously  noticed  it. 

The  left  nipple  was  enlarged,  flattened,  and  irregular  on  its 
surface,  which  was  covered  with  a  dirty  scab.  To  the  naked  eye  it 
appeared  to  be  papillomatous.  There  was  no  swelling  in  the  breast, 
nor  were  the  axillary  glands  enlarged. 

Under  the  microscope  there  is  seen  to  be  a  considerable  develop- 
ment of  new  growth  arranged  in  the  form  of  tubes,  running  down 
from  the  surface  and  corresponding  to  the  usual  course  of  the 
lactiferous  ducts,  but  excessive  in  number :  many  of  the  tubes  are 
cut  transversely. 

The  tubes  are  lined  by  an  epithelium  which  varies  considerably 
in  amount.  In  the  larger  tubes  this  is  seen  to  be  composed  of  two 
or  three  layers,  the  cells  in  the  deepest  layer  being  columnar  in 
form,  with  large  nuclei.  The  small  tubes  are  completely  filled  with 
epithelium,  and  the  columnar  form  is  here  not  so  well  made  out. 
Between  the  tubular  growth  there  is  considerable  small  round-celled 
exudation  in  the  connective  tissue,  but  this  varies  very  much  in 
amount.  The  tubes  in  places  ax'e  extensively  dilated,  jDarticularly 
toward  the  surface,  but  there  are  no  intracystic  growths.  The 
surface  of  the  nipple  has  lost  its  stratified  epithelium  almost  entirely, 
and  it  is  seen  to  be  made  up  of  granulation-tissue,  with  some  of 
the  epithelium  derived  by  proliferation  from  the  duct-epithelium. 

Remarks. — The  specimen  is  undoubtedly  one  of  carcinoma  of  the 
nipple  starting  by  proliferation  of  the  duct-epithelium,  and  like  that 
being  columnar  in  form  :  it  is  the  type  of  new  growth  to  which  the 
names  duct-cancer  (Thin),  villous  cancer  (Coruil  and   Ranvier), 
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and  fibro-carciuoma  cysticum  mammae  (Waldeyer)  have  been 
given. 

This  new  growth  of  the  breast,  which  is  rare  in  the  female,  has, 
as  far  as  I  can  ascertain,  never  been  pi*eviously  met  with  in  the 
male. 

It  is  worthy  of  notice  that  the  patient  was  the  subject  of  two 
carcinomatous  affections  of  different  form  developing  at  the  same 
time.  February  Mh,  1890. 

Report  hy  the  Morbid  Growths  Committee  on  Dr.  Robinson^ s  tumour 
of  the  male  nipple, — We  have  examined  the  microscopic  sections 
submitted  to  us,  as  well  as  others  of  our  own  preparation,  and 
adopt  the  same  view  of  the  nature  of  the  specimen  as  that  taken 
by  the  author,  viz.  that  the  tumour  is  a  carcinoma  originating 
from  the  ducts  of  the  breast.  The  cysts  in  the  new  growth  are 
comparatively  small,  and  the  tumour  as  a  whole  has  clearly  not 
been  formed  within  a  cyst,  but  by  extension  from  the  original 
secreting  structures  after  the  manner  of  carcinomata  in  general. 

We  should  prefer  to  describe  the  epithelium  lining  the  tubuli 
which  form  the  growth  as  mostly  subcolumnar  or  cubical  rather 
than  columnar,  the  latter  being  present  in  very  few  spots  as  a  deep 
lining  to  the  tubuli. 

The  investing  epithelium  of  the  nipple,  moreover,  we  find  to  be 
present,  except  in  very  few  places,  and  these  around  the  orifices  of 
certain  of  the  ducts;  and  even  here  its  deeper  poi'tion  remains — 
changes  indicating,  perhaps,  a  catarrhal  condition  set  up  by  irritating 
discharge  from  the  new  growth. 

Seymour  J.  Sharkey. 
Robert  William  Parker. 
Samuel  G.  Shattock. 

Note. — Whilst  agreeing  with  the  description  given  of  the  tumour, 
some  members  of  the  committee  were  of  opinion  that  there  was  not 
sufl&cient  evidence  to  determine  whether  it  should  be  named  a  car- 
cinoma or  regarded  as  an  innocent  growth  which  might  be  classed 
as  an  adenoma. 
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26.  Calcifying  chondrosarcoma  of  the  female  breast. 
By  W.  Bruce  Clarke,  M.B. 

THIS  gi'owtli  was  removed  from  a  patient  under  my  care  in  St. 
Bartholomew's  Hosj^ital  in  January  last. 

She  was  a  married  woman  aged  46,  and  had  noticed  some  enlarge- 
ment of  the  breast  for  some  time  past.  The  history  was  a  little 
doubtful,  and  she  hardly  knew  exactly  when  the  enlargement  began  ; 
but  it  was  clear  that  she  had  noticed  it  for  two  or  three  years, 
possibly  for  a  longer  period. 

It  had  increased  more  rapidly  during  the  last  few  months.  It 
involved  the  whole  of  the  breast,  which  was  singularly  hard,  about 
the  size  of  a  small  cocoa-nut,  and  was  presumed  to  be  of  a  fibrous 
or  possibly  cartilaginous  nature  from  digital  examination,  but  no 
indication  of  its  calcareous  infiltration  was  evident  before  it  was 
incised  after  removal.  There  wei-e  no  enlarged  glands  in  the  axilla, 
and  the  general  health  of  the  patient  was  excellent.  The  growth 
appeared  at  the  oj)eration  to  be  quite  confined  to  the  breast,  and 
in  no  way  to  invade  any  of  the  surrounding  tissues. 

After  the  breast  had  been  removed  it  was  cut  across,  but  towards 
its  base,  where  it  lay  in  contact  with  the  subjacent  pectoral  muscle, 
it  was  so  infiltrated  with  hard  material  that  a  saw  had  to  be 
employed  before  it  would  separate  into  two  parts.  The  cut  surfaces 
were  hard  and  gritty,  like  bone  to  the  touch.  The  remainder  of 
the  tumour  was  exceedingly  dense  and  firm,  and  presented  no  naked- 
eye  appearance  of  intracystic  growth.  The  softer  jiortions  of  the 
tumour  were  situated  all  over  its  superficial  surface. 

A  microscopic  section  is  here  exhibited  to-night.  In  it  the  cal- 
careous matter  is  well  seen,  and  occupies  a  considerable  si:)ace  in  the 
field,  whilst  the  greater  portion  of  the  remainder  is  seen  to  consist 
of  a  dense  mass  of  glistening  fibrous  tissue,  which  contains  in  its 
interstices  little  or  no  cell-growth.  Towards  the  edge  of  the  section, 
uearer  to  the  growing  margin  of  the  tumour,  is  seen  some  stained 
material,  in  which  a  few  cells  are  present  intermingled  with  fibrous 
tissue.  It  is  doubtful  if  any  of  the  cells  present  in  this  section  can 
be  described  as  cartilage-cells,  though  it  is  pi'obable  that  such  is 
the  case. 
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The  portion  of  the  growth  from  ■which  this  section  is  taken  was 
too  hard  to  cut  until  it  had  been  previously  softened  by  immersion 
in  a  mixture  of  chromic  and  dilute  nitric  acids. 

The  rarity  of  such  tumours  in  the  breast  is  well  known,  and 
indeed  is  sufficiently  indicated  by  the  fact  that  only  one  other  case 
is  recorded  in  the  'Transactions'  of  this  Society.  It  was  shown 
by  Mr.  Bowlby  some  few  years  back,  and  recorded  by  him  in  the 
thirty-third  volume  of  their '  Transactions '  (p.  306),  to  which  account 
I  am  largely  indebted  for  references  to  similar  cases  as  well  as  for 
this  present  microscopic  section  which  he  has  kindly  had  prepared 
for  me.  Only  five  cases  was  he  able  to  refer  to  besides  his  own,  and 
I  have  been  unable  to  add  to  their  number,  so  far  as  the  breast  is 
concerned,  though  a  somewhat  similar  growth  in  the  thigh  is  re- 
corded by  Mr.  Battle  ('Path.  Trans.,'  vol.  xxxvii,  p.  474).  Mr. 
Bowlby  has  shown  good  reason  for  doubting  the  statements  respect- 
ing at  least  one  of  the  tumours  he  refers  to,  so  that  probably  the 
total  number  of  these  cases  that  have  been  described  does  not  exceed 
half  a  dozen. 

In  his  work  on  the  diseases  of  the  breast  Gross  has  not  recorded 
a  single  example  of  the  kind  from  American  literature. 

In  Mr.  Bowlby' s  case  as  well  as  in  another,  Heurteaux's,  referred 
to  by  him,  a  rapid  recurrence  took  place  in  a  few  months  :  so  far,  of 
course,  it  is  early  days  to  ascertain  the  ultimate  fate  of  my  patient ; 
I  will,  however,  endeavour  to  place  the  result  on  record  should  I 
be  able  to  ascertain  it  in  a  year  or  two  hence. 

May  20th,  1890. 
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1 .  Loose  cartilages  in  bursa  behind  knee-joint,     {Card  specimen.) 
By  H.  A.  Lediarb,  M.D. 

THESE  nine  cartilages  were  removed  from  a  bursal  pouch  behind 
the  left  knee-joint  of  a  miner  aged  48  years. 

Prioi  to  operation  a  hard  mobile  substance  was  felt  on  the  inner 
side  of  the  tendon  of  the  semi-tendinosus  muscle,  and  the  patient 
suffered  much  inconvenience  from  it,  SujDpu ration  along  the 
cellular  planes  of  the  calf  followed  the  operation,  but  complete 
recovery  resulied  without  damage  to  the  knee  joint. 

The  cartilages  weighed  86,  50,  30,  24,  20,  13,  8,  5,  and  4  grains 
respectively.  Th«  cartilage  weighing  30  grains  was  irregular  in 
shape  and  facettei  on  three  sides ;  the  others  were  oval  and  more 
or  less  x'ounded.  Section  of  one  showed  cartilaginous  and  calcareous 
elements,  and  after  i-emoval  of  the  latter  with  dilute  hydrochloric 
acid  the  latter  was  seen  to  consist  of  fibro-cartilage,  the  cartilage- 
cells  being  arranged  more  or  less  in  rows  as  in  the  process  of 
ossification.  March  4<th,  1890. 


2.  Penetrating  wouni  of  skull- cap  by  point  of  knife  found  iu 
situ  one  year  d^jter  the  injury.     {Card  specimen.) 

By  F.  S.  Eve. 

WILLIAM  R— ,  aged  37  died  of  phthisis.      On  removiug  the 
cranium  the  point  ol  a  small  knife — apparently  a  penknife 
— was  found  sticking  througl  the  left  side  of  the  frontal  bone  at  a 
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position  2i  inches  above  the  orbital  margin  and  Ij  incites 
from  the  median  line.  The  projecting  end  of  the  knife  was 
half  an  inch  long,  and  had  penetrated  the  sutures  between  the 
second  and  third  frontal  convolutions,  the  brain  itself  being  un- 
injured; its  base  was  firmly  embedded  in  the  bone,  and  the 
broken  surface  flush  with  the  external  surface  of  the  cranium. 
There  was  a  small  puncture  in  the  dura  mater.  No  evidence  of 
old  or  recent  inflammation  of  the  brain  or  its  membranes  was 
present. 

The  jDatient's  friends  stated  that  he  had  never  been  well  since 
he  suffered  an  injury  to  the  head  a  year  before  death.  For  this  he 
was  admitted  to  St.  Bartholomew's  Hospital,  where  he  remained 
seven  weeks.  March  18th,  1890. 


3.  The  varying  effects  of  violence  in  producing  fractures. 
By  D'Aect  Power,  M.B. 

THE  specimens  which  I  have  brought  here  to-nigit,  Mr.  President, 
show  in  a  very  excellent  manner  the  metiiod  in  which  the 
same  degree  of  violence  applied  to  two  similar  joints  may  cause 
very  different  forms  of  fracture.  These  bones  formed  part  of  the 
knee-joints  of  a  man  aged  23,  who  leaping  out  of  a  fifth-floor 
window  fell  upon  a  pavement,  and  sustained  such  injuries  that  he 
died  an  hour  and  a  half  after  his  admission  to  St.  Bartholomew's 
Hosi:»ital.  The  man  aj^pears  to  have  fallen  upon  his  knees.  The 
right  femur  is  comminuted  in  its  lower  third,  the  posterior  part  of 
the  shaft  being  more  extensively  smashed  thaJ  the  anterior  part. 
The  cartilage  covering  the  condyles  is  absolutely  uninjured,  but 
there  is  a  crack  in  the  anterior  part  of  the  intercondyloid  space 
which  runs  from  the  edge  of  the  internal  c>ndyle  obliquely  across 
to  the  inner  margin  of  the  external  concjfle.  This  crack  extends 
through  the  bone,  and  appears  to  be  the  termination  of  the  fracture 
which  has  splintered  the  shaft  of  the  feJiur  higher  up.  The  right 
patella  presents  a  star-shaped  depressedfracture  of  its  cartilaginous 
surface.  The  violence  has  been  so  gtJat  that  the  cartilage  is  torn 
and  rent  in  all  directions,  and  is  drVcn  into  the  superjacent  can- 
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cellous  tissue.  The  periosteal  aud  fascial  expansions,  however,  are 
not  torn  through  except  to  a  small  extent  at  one  spot,  so  that  the 
fracture  is  only  visible  from  the  joint  surface  of  the  patella. 

In  the  left  femur  there  is  an  extensive  comminuted  fracture  of 
the  lower  third  of  the  shaft,  with  a  T-fracture  extending  into  the 
knee-joint  and  completely  separating  the  two  condyles,  the  irre- 
gular crack  extending  across  its  substance  exactly  along  the  line 
where  the  patella  lies  during  flexion  of  the  knee-joint.  This 
crack  corresponds  very  accurately  to  the  raised  line  on  the  articular 
surface  of  the  j^atella  which  separates  the  inner  from  the  outer 
facet.  The  conclusion,  tlierefore,  appears  iiTesistible  that  the  fissure 
iu  the  condyle  was  the  result  of  the  wedge-like  action  of  the  patella, 
the  force  being  so  distributed  that  the  patella  itself  escaped  serious 
injury.  On  examination  the  left  patella  is  seen  to  present  a  slight 
crushing  of  the  cartilage  into  the  cancellous  tissue,  the  damage 
being  confined  to  the  lateral  margins  of  the  bone. 

The  point  of  interest  about  this  case  is  that  although  the  injury 
so  far  as  can  be  ascertained  was  of  precisely  the  same  character  in 
the  two  legs,  yet  the  results  are  strikingly  dissimilar.  In  the  right 
knee  the  patella  has  sustained  a  very  severe  compound  comminuted 
fracture,  the  force  evidently  acting  from  within,  and  therefore  pre- 
sumably the  fracture  was  produced  by  the  violent  impact  of  the 
articular  surface  of  the  patella  against  the  unyielding  condyle  of 
the  femur.  On  the  left  side,  however,  the  force  has  been  so  aj^plied 
that  the  patella  has  acted  as  a  wedge,  and  has  split  the  condyle 
against  which  it  was  driven,  itself  receiving  little  or  no  damage. 

Ajjril  15th,  1890. 


4.  Fractured  ribs ;  first  and  second  on  the  right  side,  first  on 
the  left.     {Card  specimen.) 

G.  E.  Turner. 

THE  specimen  was  taken  from  the  body  of  a  man  aged  48,  who 
was  admitted  into  the  Seamen's  Hospital,  Greenwich,  with  a 
ruptured  urethra  and  extravasation  of  urine,  the  result  of  an  accident 
two  days  previously.     He  had  fallen  into  the  hold  of  a  bai'ge  astride 
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of  an  irou  pipe.     He  was  very  collapsed  and  in  a  "  typhoid  "  condi- 
tion, and  died  very  soon. 

Post-mortem  examination  showed  the  first  and  second  ribs  on  the 
right  side,  and  the  first,  fifth,  and  sixth  on  the  left  side  to  be  frac- 
tured. The  right  lung  was  the  seat  of  an  abscess  containing  over 
an  ounce  of  pus,  the  result  of  perforation  by  a  fragment  of  the 
fractured  second  rib.  There  were  old  pleuritic  adhesions.  The 
clavicles  were  intact  on  both  sides.  March  18th,  1890. 


5.  Fracture-dislocation  of  the  spine. 
By  Edgar  Willett,  M.B. 

MR.  Edgar  Willett  showed  a  specimen  of  fracture-dislocation 
of  the  spine,  which  had  been  operated  on  for  the  relief  of 
paraplegia,  with  recovery.  The  clinical  history  of  the  case  had 
already  been  reported  in  the  'Lancet'  of  August  17th,  1889  (p. 
315),  by  Mr.  Heniy  Thompson  of  Hull,  under  whose  care  the  patient 
had  been  :  the  case  as  reported  was  as  follows.  In  1883  a  portion 
of  an  old  wall  fell  upon  a  boy  aged  9,  in  consequence  of  which  he 
was  in  the  Hull  Infirmary  for  three  weeks  with  paraplegia ;  at  this 
time  there  was  no  operation  :  the  paraplegia  lasted  thirteen  months 
and  then  completely  disappeared,  leaving,  however,  an  angular  curva- 
ture in  the  lower  cervical  region.  During  these  thirteen  mouths 
an  abscess  formed  on  the  left  side  of  the  neck  and  discharged  for 
six  months.  Complete  recovery  ensued,  with  the  exception  that 
he  had  difl&culty  in  micturition.  Early  in  January,  1889,  nearly 
six  years  after  the  accident,  he  was  again  admitted  into  the  Hull 
Infirmary  under  Mr.  Thompson  :  three  weeks  before  his  admission 
he  began  to  complain  of  pain  in  his  back,  and  paraplegia  again 
developed.  There  was  now  an  abrupt  angular  curvature  at  the 
junction  of  the  cervical  and  dorsal  regions.  He  had  much  pain  in 
the  back  and  legs,  the  legs  were  partially  paralysed,  and  the 
intercostal  muscles  below  the  fourth  interspace  completely  so. 
Sensation  in  the  paralysed  regions  was  delayed,  but  not  absent. 
The  deep  reflexes  were  exaggerated,  the  superficial  ones  absent. 
He  rapidly  got  worse,  and  owing  to  the  supervention  of  great  tym- 
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panites,  Mr.  Thompson  after  a  consultation  determined  to  operate. 
On  February  13tli  this  was  done  under  chloroform  :  the  region  of 
the  curvature  was  exposed,  and  the  laminae  and  spines  of  what  was 
supposed  to  be  the  last  cervical  and  first  and  second  dorsal  vertebrae 
were  removed.  The  dura  mater  at  first  did  not  pulsate,  but  it  com- 
menced to  do  so  in  a  few  minutes  :  the  sheath  was  not  opened,  and 
the  wound  was  closed.  For  some  days  he  was  very  ill,  though  the 
tympanites  at  once  began  to  disappear  :  after  the  sixth  day  he 
began  to  mend :  the  wound  was  dressed  three  times  and  was  then 
healed. 

On  July  24th  he  left  the  hospital,  and  recovered  so  completely 
that  he  could  run  and  jump  like  other  boys,  and  could  even  stand 
on  his  head. 

On  September  25th  he  caught  cold  bathing,  and  was  again 
admitted  on  September  28th,  and  died  on  October  6th  from  acute 
pneumonia. 

At  the  post-mortem  Mr.  Thompson  removed  the  greater  part  of 
the  spine  and  kindly  sent  it  to  the  museum  of  St.  Bartholomew's 
Hospital :  the  specimen  consists  of  the  spinal  column  from  the 
second  cervical  to  the  last  dorsal  vertebra,  though  it  is  difficult  to 
trace  all  the  bones  at  the  seat  of  the  old  injury ;  the  specimen,  a 
vertical  section  through  the  bones,  is  partly  suspended  by  the  spine 
of  the  seventh  cervical  vertebra,  so  that  those  removed  must  have 
been  the  three  upper  dorsal.  A  small  cavity  the  size  of  a  pea, 
which  contained  inspissated  pus,  is  doubtless  the  remains  of  the 
old  prolonged  suppuration.  April  1st,  1890. 


6.  Separation  through  the  symphysis  pubis  {indirect  violence). 
{Card  specimen.) 

By  H.  D.  EoLLESTON,  M.B. 

EW — ,  a  strong  muscular  man,  was  admitted  into  St.  George's 
•     Hospital  under  the  care  of  Mr.  Rouse  on  March  21st,  1890, 
having  fallen  fifty  feet.     He  died  on  March  23rd. 

The  symphysis  pubis  was  found  post  mortem  to  have  separated 
through  the  cartilage,  not  quite  but  nearly  regularly.     There  was 
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an  interval  of  tliree  quarters  of  an  inch  betweea  the  two  cartilage- 
clad  sui'faces. 

The  patient  had  in  addition  sustained  a  comjjouud  comminuted 
fracture  of  the  os  calcis,  and  subastragaloid  dislocation  outwards  of 
the  right  foot. 

The  spines  of  the  twelfth  dorsal  and  first  lumbar  and  the  body  of 
the  twelfth  dorsal  vertebrae  were  fractured . 

There  was  blood  extravasated  outside  the  dura  mater  of  the  cord 
and  around  the  nerve-roots. 

There  was  extensive  extravasation  of  blood  behind  the  peritoneum, 
in  the  j^elvis,  and  in  the  abdomen  from  the  iUac  fossae  to  the  crura 
of  the  diaphragm. 

There  was  an  oblique  fracture  of  the  sterntim  opposite  the  third 
costal  cartilages.  April  15th,  1890. 


7.  Separation   of  the   loioer  epiphysis    of  the   radius.     {Card 

specimen.) 

By  Samuel  G.  Shattock. 

THE  lower  ends  of  a  radius  and  ulna  from  a  boy  eight  years  of 
age,  who  fell  from  a  window  a  height  of  about  twelve  feet, 
and  is  supposed  to  have  struck  an  anvil  which  was  lying  in  the 
yard  below. 

He  sustained  at  the  same  time  a  rupture  of  the  small  intestine  ; 
for  this  a  partial  but  unsuccessful  enterectomy  was  performed  by 
Mr.  Anderson  on  the  day  following  the  accident. 

The  lower  epiphysis  is  cleanly  detached  along  its  plane  of 
junction  with  the  shaft,  and  is  displaced  backwards  at  an  obtuse 
angle,  precisely  as  the  lower  fragment  commonly  is  in  a  Colles's. 
fracture;  it  is  probable  that  the  injury  resulted  in  a  similar  way, 
from  the  shock  of  the  fall  having  been  received  by  the  outstretched 
hand.  The  styloid  process  of  the  ulna  is  detached,  but  no  disloca- 
tion has  occurred  at  the  wrist-joint.  May  20th,  1890. 
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8.  Bones  from  a  case  of  scurvy. 
By  T.  CoLcoTT  Fox,  M.B. 

THE  bones  I  exhibit  this  evening  were  obtained  from  a  boy  named 
Thomas  P — ,  who  had  been  several  times  an  in-patient  of  the 
Victoria  Hospital  for  Children.  His  parents  and  four  brothers  are  all 
healthy,  and  there  is  no  clue  to  any  rheumatism  or  syphilis  in  the 
family.  Thomas  seems  to  have  been  in  failing  health  and  weakly 
and  pale  from  four  years  old.  He  had  measles  at  eighteen 
months  of  age,  and  afterwards  chicken-pox.  In  the  winter  of  1884 
he  had  an  illness  called  "  rheumatic  fever,"  and  in  October,  1885, 
at  nine  years  of  age,  was  sent  into  the  hospital  under  Mr.  Cowell 
for  right  hip-joint  disease.  The  patient  would  not  walk,  complained 
of  pain  in  the  lower  part  of  the  spine,  and  it  was  noted  that  there 
was  a  large  hsematoma  of  the  scalp.  No  allusion  occurs  in  the 
notes  to  spongy  gums.  Urine  normal.  Knee-reflexes  delayed  and 
diminished.  No  disease  of  the  hip- joint  could  be  detected,  and 
patient  was  discharged  much  improved  in  health  in  March,  1886. 

He  was  readmitted  February  12th,  1887,  with  marked  atrophy  of 
the  bones  of  the  lower  extremities.  After  his  discharge  in  the 
preceding  March  he  had  gone  on  pretty  well  for  some  months,  and 
a.bout  Christmas  became  languid  and  disinclined  to  walk.  On  admis- 
sion he  complained  of  pain  in  the  knee-joints,  and  tenderness  on 
pressure,  especially  low  down  in  the  popliteal  spaces.  There  was 
no  joint  swelling.  The  knees  were  much  bent,  the  thighs  flexed  on 
the  abdomen,  and  pain  was  caused  by  attempts  at  extension.  The 
tongue  was  fairly  clean,  the  throat  and  heart  healthy,  the  tempe- 
rature slightly  raised  for  fourteen  days.  An  attempt  was  made 
under  an  anaesthetic  to  straighten  a  knee-joint,  but  the  atrophied 
femur  snapped  just  above  the  joint.  The  fracture  slowly  united, 
and  the  boy  in  May,  1887,  was  sent  away  suffering  from  scarlet 
fever.  The  wasted  lower  extremities  excited  much  interest  at  this 
time. 

On  February  "ZSrd,  1888,  he  was  again  readmitted  under  Dr. 
Ridge  Jones.  He  had  once  more  become  dull  and  languid  about 
Christmastide,  would  not  walk  about,  and  complained  of  pain  in  the 
knees,  which,  with  the  ankles,  were  extremely  tender  and  the  seat 
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of  some  effusion.  Tlie  lieart  was  healthy,  the  temj)erature  slightly 
raised.     He  was  discharged  on  March  14th. 

In  Apiil,  1889,  the  boy,  now  twelve  years  old,  was  readmitted 
under  my  care,  and  I  am  indebted  to  the  house  physician,  Dr.  Ord, 
for  the  notes.  It  appeared  that  after  going  out  in  the  previous 
March  he  had  soon  relapsed  into  bad  health,  and  in  the  following 
August  could  not  walk.  Before  admission  he  had  been  in  bed 
nine  weeks  with  great  pain  in  the  hips  and  knees ;  no  loss  of 
power  over  the  sphincters.  He  was  cachectic,  had  spongy  swollen 
gums,  a  most  offensive  breath,  and  complained  of  acute  pain  in  the 
hips,  knees,  and  feet.  Temp.  100*6° ;  viscera  healthy ;  no  albumen 
in  the  urine  ;  tendon-reflexes  absent.  The  thighs  were  flexed  on 
the  body  and  the  legs  on  the  thighs,  the  feet  pointed.  He  shrieked 
at  any  attempt  to  move  the  legs,  and  complained  of  pain,  but 
referred  the  latter  first  to  one  spot,  then  to  another.  Both  the 
bones  and  soft  tissues  of  the  lower  extremities  were  greatly  wasted, 
and  no  haemorrhages  could  be  detected  anywhere.  The  fibulae 
seemed  to  have  disappeared  except  the  heads  and  malleoli.  By 
examination  under  chloroform  the  hips  and  knees  were  thought  to 
be  anchylosed  by  fibrous  tissue,  and  by  my  colleague  Mr.  Glutton's 
advice  careful  gradual  extension  was  carried  out  with  great  success, 
for  in  a  fortnight  the  legs  were  straightened,  and  some  mobility 
restored  to  the  joints.  The  normal  spinal  curves  had  disappeared, 
but,  I  should  add,  nothing  could  be  found  amiss  with  the  spine. 
Under  hospital  diet,  hot  sponging  to  the  spine,  the  continuous  and 
later  the  faradic  current  to  the  legs,  the  skin  and  muscles 
improved,  the  legs  became  moveable  in  bed,  and  in  July  he  began 
to  walk  about  holding  on  to  the  beds,  &e.,  though  he  could  not 
stand  alone.  When  the  weight  of  the  body  fell  on  the  legs  and 
ankles  the  talipes  varus  position  was  assumed.  The  appetite  was 
good,  and  the  boy  was  discharged  November  3rd,  1889. 

He  was  admitted  for  the  last  time  on  March  31st,  1890,  with  a 
bad  appetite  and  complaining  of  feebleness,  sweating,  aud  pains  in 
various  joints  of  both  the  upper  and  lower  extremities,  the  hips, 
knees,  ankles,  and  shoulders.  The  right  ankle  alone  was  swollen. 
The  legs  were  drawn  up,  but  could  be  straightened  by  gentle 
pressure,  and  there  was  evidently  no  anchylosis.  It  was  difiicult  to 
make  a  careful  examination,  as  the  boy  screamed  so  when  touched. 
The  viscera  were  normal,  but  the  lips  blue  and  the  pulse  feeble ; 
temp.    102°;  gums  rather  livid   and   spongy.     No  skin   or  other 
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haemorrhages,  no  exudations.  He  was  ordered  Sodse  Salicylas,  gr.  xv, 
every  four  hours,  and  after  taking  it  four  days  he  became  noisily 
delirious,  and  the  respiration  was  laboured.  The  drug  was  stopped, 
but  the  boy  became  deaf,  semi-unconscious,  the  pulse  quickened, 
and  he  got  weaker  with  gradually  increasing  lividity,  and  towards 
the  end  a  rise  of  temperature  to  103°.  He  died  on  April  5th, 
1890.  The  boy  had  taken  salicylate  of  soda,  gr.  x,  every  four  hours 
on  a  former  occasion  without  ill  effects. 

Post-mortem  made  by  Dr.  ArkAvright  forty  hours  after  death. 
Rigor  niortis  fairly  well  marked.  Extreme  wasting  of  all  the 
muscles,  especially  of  the  limbs,  and  more  particularly  of  the  lower 
extremities  ;  subcutaneous  fat  scanty. 

Heart :  No  petechise  under  pericardium  nor  in  muscle.  Organ 
is  small ;  muscle  rather  pale  and  soft.  Valves  and  pericardium 
natural.  A  firm  ante-mortem  clot  is  found  in  right  auricle  adherent 
to  posterior  wall  interlacing  with  trabeculae,  and  roughened  on 
surface.  This  extends  into  auricular  appendix,  and  also  through 
tricuspid  orifice  into  right  ventricle,  and  thence  upwards  into  both 
divisions  of  pulmonary  artery  and  some  smaller  branches.  The 
part  in  the  auricle  opposite  the  tricuspid  valve  is  manifestly  the 
oldest,  being  much  thicker,  firmer,  and  of  more  varying  consistence  ; 
no  doubt  it  had  begun  to  form  a  good  many  hours  before  death. 
A  much  softer,  but  in  part  ante-mortem  clot  also  in  left  auricle. 

Larynx  and  trachea  normal. 

Lungs  :  Both  much  congested  ;  no  consolidation  nor  evidence  of 
bronchitis. 

Liver  large,  soft,  weighed  17  oz. 

Spleen  large,  3  oz.,  natural  consistence. 

Kidneys  rather  large,  4  oz.  together,  natural  in  appearance. 

Mouth  :  Teeth  very  carious,  gums  much  swollen  and  readily  peel 
back  from  jaws. 

Intestines  normal. 

Muscles  for  the  most  part  pale  and  free  from  hsemorrhages. 
Two  or  three  blood-clots,  however,  between  the  left  iliacus  and 
periosteum  of  ilium,  and  a  few  small  ecchymoses  beneath  the  pleura 
at  the  back  of  the  thorax. 

Bones  :  The  periosteum  separates  unduly  easily  from  shafts  of 
all  the  long  bones  and  from  the  bones  of  the  vault  of  the  skull,  from 
OS  innominatum  and  inferior  maxilla.  Haemorrhages  found  sepa- 
rating the  periosteum  from  the  ends  of  the  diaphyses  of  the  tibiae 
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and  fibulae,  femora,  •  upper  ends  of  humeri,  and  lower  end  of  radii, 
also  in  places  under  tlie  pericranium.  In  these  situations  there  is  a 
thin  layer  of  dark  purple  clot  under  the  periosteum,  and  in  all  these 
bones,  especially  those  of  the  lower  extremity,  the  periosteum  is 
peeled  off  with  abnormal  ease,  even  where  no  clot  is  present.  The 
bones,  after  removal  of  the  periosteum,  appear  of  a  dark  purple 
colour,  as  though  extremely  congested,  and  those  of  the  lower 
extremity  are  remarkably  thin  and  atrophic.  The  fibidse  are  quite 
flexible,  and  but  little  of  them  remains  except  the  ends.  The  lower 
epiphyses  of  the  tibiae  are  found  separated  from  the  diaphyses,  and 
the  upper  epiphyses  of  the  femora  are  separated  with  great  ease. 

The  knee-,  ankle-,  and  shoulder- joints  all  healthy  in  aj)pearance, 
except  for  haemorrhage  under  the  articular  cartilage  of  the  tibiae  in 
the  knee-joints.     No  excess  of  synovial  fluid. 

Brain :  Arteries  of  meninges,  hemispheres,  and  cerebellum  dilated, 
and  extreme  congestion  of  vessels,  but  pous  and  medulla  not 
involved  in  this.     No  meningitis. 

Remarhs. — I  have  bi'ought  these  specimens  for  two  reasons  :  first, 
because  of  the  extreme  atrophy  of  the  bones  brought  about  by  the 
recurrent  attacks  of  scurvy  ;  secondly,  because  they  are  of  importance 
as  connecting  links  between  the  lesions  seen  in  adults  and  in 
infants.     The  case  is  interesting  also  from  a  clinical  point  of  view. 

The  case  during  life  was  very  puzzling  from  the  absence  of 
oedema  in  the  legs,  of  all  noticeable  haemorrhagic  and  fibrinous 
exudation  into  the  muscles,  and  of  pui-puric  eruptions  ;  and  the  time- 
honoured  mistake  was  more  than  once  made  of  confounding  it  with 
rheumatism;  but  the  various  recurrent  symptoms,  such  as  the 
gradual  onset  in  winter  months,  the  cachexia,  the  marked  languor 
and  listlessness,  sponginess  of  the  gums  and  foul  breath,  pains  in  the 
limbs  and  joints,  flexure  of  the  lower  extremities  and  fixation  of 
the  joints,  the  pain,  the  hsematoma  of  the  scalp,  &c.,  when  con- 
sidered in  connection  with  the  post-mortem  appearances  leave  little 
doubt  as  to  the  real  nature  of  the  case.  Unfoi'tunately  the  evidence 
as  regards  the  feeding  of  the  child  at  home  was  very  unreliable,  and 
we  really  only  knew  for  certain  that  the  invalid  child  was  neglected, 
and  always  sent  into  the  hospital  in  a  vei'y  dii-ty  state.  I  have 
since  been  informed  by  the  father  that  the  boy  only  ate  bread  and 
butter  and  occasionally  a  little  gravy,  never  took  vegetables  of  any 
kind  in  his  life,  or  meat,  milk,  tea,  cocoa,  and  very  little  water. 

Limited  subperiosteal  Juemorrhages,  especially  on  the  tibiae  and 
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other  bones  of  the  lower  extremities,  ai-e  described  as  occurring 
occasionally  in  adults.  Budd  ('  Tweedie's  Cjclopsedia  of  Practical 
Medicine ')  said  they  were  frequent,  and  he  claimed  to  be  the  first  to 
explain  the  nature  of  the  node-like  circumscribed  swellings  thus 
caused.  They  are  mentioned  also  by  Lind,  Godechen,  Immermann 
('Ziemssen's  Cyclopaedia'),  J.  Mahe  ('Diet.  Encycl.  des  Sci.  Med.,' 
1880),  and  others.  There  is  evidently  not  the  tendency  to  the  more 
diffuse  and  copious  hsemorrhage  seen  in  infants  and  illustrated  in 
the  remarkable  specimen  I  previously  brought  to  the  Society 
('Path.  Soc.  Trans.,'  vol.  xxxviii,  1887). 

There  was  considei'able  hsemorrhage  under  the  periosteum  of 
several  bones  in  the  case  of  a  boy  oi  jive  years  under  my  care,  and 
recorded  in  the  *  Illustrated  Med.  News,'  vol.  ii,  1889. 

The  separation  of  epiphyses  was  first  described,  I  think,  by 
Poupart,  of  the  Hopital  St.  Louis,  in  1699,  and  he  wrote  that  all  the 
young  persons  under  eighteen  had  in  some  degree  their  epiphyses 
separated  from  the  body  of  the  bones.  I  have  been  unable  to  find 
much  information  about  scurvy  in  children,  and  Mahe  as  late  as 
1880  wrote  that  it  was  proverbial  that  infants  were  relatively  free 
from  attack.  We  know,  however,  now  that  scurvy  in  infants  is  not 
very  rare  at  the  children's  hospitals. 

The  stiffening  and  contraction  of  the  legs  is  a  common  symptom  in 
adult  scurvy,  and  is  mentioned  by  Merstans  in  his  account  of  the 
repeated  outbreaks  at  the  Orphan  Asylum  at  Moscow.  Several 
explanations  have  been  given.  Budd  thought  it  due  to  solid 
effusion,  chiefly  fibrinous,  between  the  tendons  and  the  bone ; 
Merstans  and  others  to  contraction  of  the  flexor  tendons.  Immer- 
mann wrote  that  after  an  attack  a  hyperplasia  of  connective  tissiie 
may  remain  for  years,  and  if  situated  upon  or  in  the  neighbourhood 
of  the  joints  it  "  may  occasion  for  a  long  pei'iod,  or  even  for  life,  a 
so-called  false  anchylosis — the  immobility  of  the  joint  being  due  to 
the  fact  that  the  tendons  which  jjass  close  to  it  are  enveloped  by 
the  growth,  or  that  they  form  adhesions  with  the  bones  that  com- 
l^ose  the  articulation."  This,  rather  than  the  results  of  serous  or 
hsemorrhagic  effusion  into  the  joints,  was  probably  the  explanation 
in  my  case. 

The  extreme  atropjhy  of  the  long  hones  I  attribute  to  haemorrhages 
beneath  the  periosteum,  repeated  in  successive  years,  interfering 
with  the  nutrition  of  the  parts.  May  20th,  1890. 

16 
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9.  Bones  of  ancient  Egyptians  shoioing  periostitis  associated  with 
osteo-artJiritis  and  symmetrical  senile  atrophy  of  the  skull. 

By  Fjbederic  S.  Eve. 

[With  Plates  XIY  aud  XV.] 

THE  bones  described  in  the  following  communication  were  collected 
by  Mr.  Flinders  Petrie,  and  were  presented  by  him  to  the  Royal 
College  of  Surgeons  through  his  friend  Mr.  P.  C.  J.  Spurrell,  who 
has  kindly  favoured  me  with  the  following  note  regai'ding  them : 

"  All  the  bones  and  skulls  are  from  Gurob  (Fayoum),  a  town  of 
XYIII  Dynasty,  1300  or  so  b.c. — a  period  of  very  high  civilisa- 
tion, even  among  a  middle  class  such  as  lived  there. 

"  The  food  (staple)  was  wheat,  barley,  peas,  lentils,  with  dates  of 
course — no  rice,  millet,  or  Indian  corn  ;  biat  many  fruits  and  small 
plants  were  used.  There  was  nothing  to  make  the  diet  conducive 
to  rheumatism  or  any  particular  disease.  They  had  little  animal 
food."     Nothing  is  known  of  their  beverages. 

Description  of  long  bones  affected  with  osteo-arthritis  and  peri- 
ostitis : 

Two  tibiae  (No.  1186  b,  College  of  Surgeons  Museum),  evidently 
from  the  same  subject,  a  very  tall  person.  In  each  bone  the  outer 
surface  (facing  the  fibula)  is  almost  uniformly  covei*ed  with  a  thin 
layer  of  porous  bone,  which  is  in  parts  rough  and  irregular  on  the 
surface,  and  can  be  readily  separated  with  a  knife.  The  formation 
of  new  bone  may  be  compared  to  a  "frosting."  Around  its  lower 
four  inches  the  whole  circumference  of  the  shaft  is  surrounded  by 
the  same  osseous  fonnation.  It  is  thicker  and  most  irregular  on 
the  posterior  and  inner  surfaces,  and  thinnest  on  the  anterior 
surface.  There  is  considerable  roughening  of  the  bone  around  its 
superior  articular  surface,  and  the  margin  of  the  internal  articular 
facet  is  distinctly  "  lipped."  The  cartilages  have  disappeared,  but 
the  articular  lamina?  show  no  obvious  change  with  the  exception 
of  some  thickening  of  the  spine.  The  changes  in  the  two  bones 
present  an  exact  symmetry. 

Two  femora  (No.  1186  c)  from  the  same  subject.     They  were 
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DESCRIPTION  or  PLATE  XIV. 

Elustratitig  Mr.  Eve's  paper  on  Bones  of  Ancient  Egyptians, 
stowing  Periostitis  associated  with  Osteo-artliritis  and  Symmetrical 
Senile  Atrophy  of  the  Skull.     (Page  242.) 

The  figures  show  the  outer  surface  of  the  upper  portion  of  the 
right  tibia  and  the  posterior  surface  of  the  lower  portion  of  the 
same  bone. 
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obtained  from  the  same  place,  and  correspond  iu  all  respects  to  the 
tibiae  except  that  the  i^rominence  of  the  spines  of  the  latter  prevents 
complete  extension  of  the  bones  when  the  articular  surfaces  are 
fitted  together.  The  changes  in  the  femora  are  of  the  same  kind 
as  those  obseiwed  iu  the  tibiae,  and  are  also  symmetrical.  They 
consist  in  the  formation  of  a  thin  layer  of  now  bone  upon  the  front 
and  outer  surfaces  of  the  lower  third  of  the  shaft.  Upon  the 
inner  surface  of  the  middle  third  of  the  shaft  a  similar  condition 
may  be  observed.  The  formation  of  new  bone  is  much  more 
abundant  on  the  left  than  on  the  right  femur.  The  linea  aspera 
in  each  is  much  thickened  and  rough.  There  is  also  roughening 
and  new  formation  of  bone  about  the  intertrochanteric  lines  and 
uj^on  the  popliteal  surfaces  just  above  the  articulation.  The  lower 
articular  surfaces  exhibit  unequivocal  evidences  of  osteo-arthritis. 
They  are  "  lipped"  in  a  marked  degree,  and  the  articular  surfaces 
for  the  patellae  are  grooved  and  eburnated.  The  articular  surfaces 
of  the  head  are  also  slightly  "  lipped,"  and  are  tilted  upwards  in  a 
peculiar  manner,  in  regard  to  which  I  am  at  a  loss  to  find  an  ex- 
planation unless  it  be  due  to  softening  of  the  neck  from  rarefactive 
ostitis.  It  may  be  suggested  that  the  trochanter  is  pulled  inwards 
by  the  muscles  attached  to  it,  and  the  head  thus  pressed  upwards. 
But  this  is  the  contrary  to  what  is  observed  in  rickets  and  other 
conditions  causing  softening  of  bone,  in  which  the  head  is  pressed 
downwards,  and  the  neck  forms  a  right  angle  with  the  shaft.  The 
tilting  upwards  and  pressing  outwards  of  the  head  of  the  femur 
exists  in  such  a  marked  manner  in  another  bone,  that  unless  a 
similar  change  had  been  observed  in  the  bones  first  described  the 
appearance  would  certainly  have  been  put  down  to  fracture.  The 
margin  of  the  articular  surface  of  the  head  of  this  femur  is  likewise 
thickened  and  "lipped,"  but  there  is  no  layer  of  periosteal  bone. 
Two  other  femora  are  affected  with  osteo-arthritis.  In  one  the 
head  is  thickened  and  deformed,  and  new  periosteal  bone  has  been 
formed  on  the  neck.  In  the  other  the  loAver  end  shows  the  usual 
changes  produced  by  osteo-arthritis.  But,  in  addition  the  articular 
surfaces  both  of  the  head  and  the  condyles  are  the  seat  of  an  earthy- 
looking  deposit,  which  is  probably  some  substance  allied  to  adipo- 
cere,  and  is  not  urate  of  soda. 

The  chief  point  for  consideration  in  regard  to  these  specimens 
is  the  cause  of  the  periostitis.  The  co-existence  of  osteo-arthritis 
of  the  articular  ends  with  periostitis  suggests  at  once  that  the  two 
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processes  have  a  causal  relatiouship  ;  a  process  of  exclusion  favours 
tliis  view. 

The  formation  of  new  bone  both  in  its  situation  and  distribution 
differs  from  that  occurring  in  syphilis.  It  is  situated  chiefly  along 
the  outer  surface  of  the  tibia  and  around  the  articular  ends,  the 
crest  and  inner  surface  where  sj^iihilitic  nodes  are  observed  being 
free.  Again,  it  talces  the  form  of  a  general  "  frosting,"  and  no  cir- 
cumscribed patches  or  nodes  exist.  Nor  is  there  any  evidence  of  other 
causes  of  periostitis  as  injury,  chronic  ostitis  and  ulcers  of  the  in- 
teguments. On  looking  through  our  collection  for  other  examples 
of  periostitis  with  osteo-arthritis,  I  at  once  met  with  an  exceeding 
good  example  (No.  1915,  Eoyal  College  of  Surgeons  Museum).  It 
is  the  lower  third  of  a  femur  showing  osteo-arthritis  of  the  condyles. 
On  the  posterior  and  outer  surface  of  the  bone,  and  just  below  the 
point  where  the  linea  aspera  divides  to  be  continued  to  the  condyles, 
is  an  oval,  smooth,  evenly  shelving,  dense  periosteal  thickening  or 
node.  In  appearance  it  closely  resembles  a  syphilitic  node,  but 
being  associated  with  osteo-arthritis  it  seems  more  likely  that  the 
node  was  rheumatic,  rather  than  that  syphilis  was  an  accidental 
complication  of  the  case.  This  view  is  supported  by  the  presence 
of  a  thin  layer  of  new  bone  on  the  posterior  surface  of  the  femur, 
and  by  the  thickening  of  the  linea  aspera. 

Apart  from  their  interest  in  confirming  the  antiquity  of  osteo- 
arthritis these  bones  appear  to  me  of  great  pathological  importance 
as  furnishing  strong  grounds  for  believing  that  an  osteo-plastic 
pei-iostitis  may  occur  as  a  manifestation  of  the  same  morbid  condi- 
tion producing  the  typical  articular  changes  of  osteo-arthritis. 
Although  a  brief  description  of  rheumatic  jieriostitis  finds  a  place 
in  many  text-books,  yet  I  think  that  I  am  fairly  representing  the 
general  opinion  in  saying  that  the  majority  of  j^athological  ana- 
tomists are  sceptical  of  the  existence  of  such  a  disease. 

Some  bones  of  lions,  many  of  them  old  animals,  in  the  museum 
of  the  Royal  College  of  Surgeons  have  been  referred  to  as  examples 
of  rheumatic  periostitis.  The  bones  in  question  are  more  or  less 
generally  covered  with  a  profuse,  markedly  symmetrical  formation 
of  bone.  Whatever  the  disease  may  be,  it  is  not  the  result  of 
osteo  arthritis,  for  none  of  the  joints  show  any  morbid  change. 

Symmetrical  atropliy  of  s^Tiidh — A  remarkably  well-preserved  skulP 
shows  in  perfection  a  condition  to  Avhich  Prof.  Humphry  has 
'  No.  23  c,  Roy.al  College  of  Surgeons  Museum. 


DESCRIPTION  OF  PLATE  XV. 

Illustrating  Mr.  Eve's  paper  on  Bones  of  Ancient  Egyptians, 
showing  Periostitis  associated  witli  Osteo-arthritis  and  Symmetrical 
Senile  Atrophy  of  the  Skull.     (Page  242.) 

The  right  half  of  the  calvaria  described  in  the  text,  showing  the 
depressed  area  in  the  parietal  bone.  There  is  a  precisely  similar 
depression  in  the  corresponding  part  of  the  opposite  parietal  bone. 
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drawn  attention  ('  The  Human  Skeleton,'  p.  242).  Occupying  the 
upper  part  of  each  parietal  bone  is  a  deep  elliptical  depression,  two 
and  a  half  inches  long  by  two  broad  at  the  widest  part.  The 
edges  are  well  marked  and  shelving,  the  base  thin,  and  on  holding 
the  skull  between  the  eye  and  the  light  the  plate  forming  the  base 
of  the  depressions  is  seen  to  be  transparent,  and  apparently  of  the 
tenuity  of  writing-paper.  The  depressions  exhibit  in  all  respects 
an  exact  symmetry.  They  occupy  a  position  between  the  parietal 
eminences  and  the  sagittal  suture,  and  extend  inwards  to  within 
half  an  inch  of  the  siiture,  which  is  united  and  nearly  obliterated. 
Osseous  union  has  commenced  in  the  coronal  suture.  At  the 
bregma  is  a  small  eburnated  exostosis.  The  temporal  ridge  is 
exaggerated.  The  skull  is  clearly  that  of  an  old  person,  there 
being  no  teeth  in  the  upper  jaw,  of  which  the  alveolar  process  has 
disappeared.  Except  the  upper  jaw  the  bones  do  not  appear  gene- 
rally wasted.  The  parietals  above  and  anterior  to  the  depi'essions 
are  deeply  grooved  by  vessels  radiating  to  their  margins.  The 
shelving  edges  of  the  depression  show  many  minute  apertures  of 
vessels,  as  does  also  the  ex-occii)ital  bone.  Some  jjits  of  Pacchio- 
nian bodies  near  the  anterior  superior  angles  of  the  parietals  are 
unusually  deep.  The  skull  without  the  lower  jaw  weighed  13^  oz. 
There  are  two  skulls  in  the  pathological  collection  of  the  Royal 
College  of  Surgeons'  Museum  which  show  similar  changes.  Both 
are  from  old  people.  One,  No.  23,  which  belonged  to  the  Barnard- 
Davis  collection,  is  from  a  Wallachian  gipsy  woman,  aged  eighty-two. 
It  is  exceedingly  light,  the  whole  skull  with  the  lower  jaw  weighing 
only  10' 7  oz.  The  jaws  are  nearly  edentulous,  and  the  alveolar 
processes  much  atrophied.  Occupying  each  parietal  eminence  is  an 
ill-defined,  elliptical,  slightly  depressed  surface,  bounded  internally 
by  the  sagittal  suture  and  shelving  outwards  to  the  prominent 
temporal  ridge.  At  the  innermost  j^art  of  this  surface  and 
symmetrically  placed  on  each  side  of  the  sagittal  suture  is  an  oval 
depression,  whose  base  is  formed  by  a  transparent  lamina  of 
extreme  tenuity.  Looked  at  from  behind  the  vertex  assumes  a 
roof  shape.  Unlike  the  skull  first  described,  in  this  the  margins  of 
the  large  depressed  surfaces  occupying  each  parietal  bone  are  ill- 
defined  and  gradual.  The  bone  forming  the  temporal  fissure  is 
also  exceedingly  thin,  as  is  also  that  of  the  roofs  of  the  orbits.  The 
whole  surface  of  the  vertex  is  marked  by  the  orifices  of  minute 
vessels   constituting   a   slight   degree   of  osteo-porosis.     But  this 
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change  is  most  marked  over  the  depressions,  where  the  anastomosing 
minute  vessels  give  a  reticulated  figure.  The  sagittal,  coronal,  and 
lambdoid  sutures  are  partially  obliterated.  The  section  dividing 
the  vertex  from  the  base  shows  the  extreme  thinness  of  all  the 
bone.  The  cancellous  spaces  of  the  diploe  are  enlarged,  and  the 
tables  are  much  reduced  in  thickness.  The  grooves  for  vessels  on 
the  inner  surface  of  the  vertex  are  deep. 

Another  skull  (23  a)  from  the  College  stores  shows  changes 
very  similar  to  the  preceding.  It  is  marked  "  man  ;"  and  the 
upj^er  jaw,  with  the  exception  of  one  molar,  is  edentulous.  The 
dej^ressious  occupy  the  same  positions  as  in  No.  23  ;  their  margins 
are  ill-defined,  and  the  temporal  ridges  are,  as  in  other  instances, 
exceedingly  well  marked.  On  looking  into  the  calvaria  a  slight  but 
distinct  inbending  of  the  skull  at  the  situations  of  the  external 
depressions  is  observable.  There  are  evidences  of  osteo-porosis 
over  the  depressions  and  on  the  frontal  bone.  The  sutures  are 
obliterated. 

Another  skull  from  the  Barnard-Davis  collection  of  the  College 
(aow  23  d)  is  of  great  importance  to  the  present  inquiry,  since  it 
may  be  taken  to  show  the  earliest  grade  of  the  peculiar  change 
under  consideration.  The  prominent  temporal  ridges  first  strike 
the  eye.  Lying  between  them  and  the  sagittal  suture  are  two 
flattened  elliptical  surfaces,  each  marked  off  from  the  rest  of  the 
bone  by  being  thickly  studded  with  minute  orifices  of  blood-vessels. 
The  skull  is  from  an  Egyptian  female,  and  was  taken  from  some 
tombs  near  the  pyramids  of  Ghizeh.  There  are  no  other  morbid 
appearances,  and  it  is  if  anything  heavier  than  natui-al.  As  the 
teeth  are  well  worn,  it  was  probably  taken  from  a  person  in  advanced 
middle  life.  The  vertex  was  accidentally  broken,  and  it  was  then 
seen  that  at  the  vascularised  depressions  near  the  parietal  eminences 
the  bone  was  reduced  to  less  than  one  sixteenth  of  an  inch  in 
thickness,  the  average  thickness  of  other  parts  of  the  parietal 
being  three  sixteenths  to  a  quarter  of  an  inch.  At  the  thinnest 
spot  the  diplocic  tissue  has  disappeared,  and  the  two  tables  are 
in  contact. 

Prof.  Humi)hry  gives  an  account  of  this  peculiarity  in  his  work 
on  '  The  Human  Skeleton,'  p.  242  ;  it  was  founded  on  an  examina- 
tion of  six  examples  (one  in  Cambridge  Museum,  four  in  Dupuy- 
tren's,  and  one  at  Berlin).  He  regarded  the  condition  as  a  con- 
genital peculiarity,  summing  up  the  matter  as  follows : 
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"  The  exact  symmetry,  the  similarity  of  the  deficiency  of  the  several 
cases,  and  the  absence  of  any  trace  of  disease  render  it  most  pro- 
bable that  the  conformation  was  congenital ;  at  any  rate,  they 
prove  pretty  clearly  that  it  was  not  the  result  of  injury."'  An 
earlier  writer  in  '  Virchow's  Archives  '  for  1864,  Dr.  Maier,  has  de- 
scribed two  examples,  the  skulls  of  old  women  from  the  Freiberg 
Museum.  Moi'e  recently  Dr.  Fere  exhibited  two  specimens  at  the 
Anatomical  Society  of  Paris  ('Bull,  de  la  Soc.  Anatom.,'  tom.  vi, 
1881)  ;  one  was  from  a  female  aged  seventy-two,  the  other  also  from 
an  old  person. 

Dr.  Fere  heads  his  brief  communication  '  Symmetrical  Senile 
Atrophy  of  the  Skull.'  The  descriptions  of  these  four  skulls 
correspond  exactly  with  those  exhibited  to  this  Society.  All  were 
from  old  people  ;  in  all  a  more  or  less  complete  obliteration  of  the 
sutures  at  the  vertex  existed.  The  depression  of  the  parietals 
always  occupied  the  same  position,  and  marked  atrophy  of  bone  at 
the  temporal  fossae  usually  was  present.  Dr.  Maier  makes  a  strong 
point  of  the  osteo-porosis,  to  which  I  have  drawn  attention  in  the 
descriptions  of  my  specimens.  He  verified  its  existence  by  micro- 
scopic examination  of  the  bone,  and  "  found  the  greatest  and 
strongest  collection  of  blood-vessels  ....  at  the  parietal 
eminence."  I  do  not  think  that  any  material  addition  can  be  made 
to  the  views  expressed  by  this  writer,  and  I  quote  them  the  more 
readily  from  having  myself  formed  the  same  opinions  regarding 
the  etiology  of  the  morbid  change  from  an  examination  of  the 
College  specimens,  and  before  1  had  read  his  paper.  The  change 
may  be  regarded  as  an  involution  process  accompanying  senility,  and 
running  parallel  with  the  atrophy,  i.  e.  absorption  of  compact 
tissue  of  long  bones  observed  in  old  age.  It  is  associated  with 
absorption  of  bone  around  the  blood-vessels  (slight  osteo-porosis) 
more  or  less  widely  spread  over  the  skull-cap,  and  by  general 
atrophy  of  the  bones. 

The  causes  determining  the  atrophy  at  one  particular  spot  are 
at  present  obscure.  As  I  have  above  insisted,  the  atrophy  is  not 
at  the  parietal  eminence,  but  between  it  and  the  sagittal  suture, 
and  nearer  the  posterior  than  the  superior  angle.     In  one  si^ecimen 

1  Two  mouths  after  my  paper  was  communicated  to  this  Society  Prof. 
Humphry,  in  a  paper  read  before  the  Royal  Medical  and  Chirurgical  Society, 
waives  his  former  views,  and  concurs  in  the  opiniou  that  the  atrophy  is  the 
result  of  senile  changes. 
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(No.  23)  a  circular  patch  of  atropliy  occupied  a  position  quite  near 
to  the  parietal  foramen.  The  following  suggestions  may  be  thrown 
out  to  exj^lain  the  position  of  the  atrophy : — The  meningeal 
vessels  enter  the  bone  at  the  anterior  inferior  angle  and  inferior 
border,  and  terminate  above,  being  most  scanty  in  the  region  of 
the  j)Osterior  superior  angle,  i.  e.  above  and  posterior  to  the  parietal 
eminence.  According  to  Broca,  the  seat  of  the  parietal  foramen  is 
the  last  part  of  the  bone  to  ossify,  and  a  fissure — the  parietal 
fissure — may  persist  after  birth  at  this  point.  Broca  has  described 
two  skulls  of  adults  with  large  aj)ertures  at  this  situation,  jirobably 
due  to  arrested  ossification.  Examples  of  such  arrest  of  ossifica- 
tion would  indicate  a  defective  nutrient  supply  at  this  point.  It 
would  appear  that  the  band  of  bone  running  along  the  margin  of 
the  sagittal  suture  and  the  other  margins  is  ossified  separately 
from  the  ossific  centre  which  extends  from  the  parietal  eminence. 
A  marginal  band  of  bone  is  therefore  formed  before  the  region 
of  the  parietal  fissure  is  filled  in. 

Summing  up  these  considerations,  it  may  be  said  that  there  are 
reasonable  grounds  for  stating  that  senile  atrophy  of  the  parietal 
bones  occurs  at  or  near  to  the  spot  which  is  the  last  to  ossify,  which 
in  injury  shows  evidences  of  arrested  ossification  and  defective 
nutrition,  and  Avhich  is  scantily  supplied  with  blood-vessels. 

Other  at  present  unrecognised  conditions  doubtless  exist  which 
predispose  to  or  possibly  determine  the  atrophy,  for  senility 
although  an  important  factor  is  obviously  not  sufficient  of  itself, 
or  the  condition  would  be  exceedingly  common.  If  a  careful  over- 
sight were  kept  in  our  post-mortem  and  dissecting  rooms,  other 
examples  would  probably  shortly  be  found,  and,  the  body  itself 
being  open  to  examination,  a  further  clue  to  the  causation  of  sym- 
metrical senile  atrophy  might  be  discovered. 

February  IHfh,  1890. 
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10.  Central  necrosis  of  the  radius  without  suppuration. 
By  W.  Watson  Cheyne,  M.B. 

CW — ,  a  schoolboy,  aged  15,  was  admitted  into  King's  College 
•  Hospital  on  December  26tb,  1889,  suffering  from  a  swelling 
of  bis  left  radius. 

His  family  history  was  unimportant.  He  bad  measles  when 
a  child,  and.  scarlet  fever  towards  the  end  of  1888. 

In  February,  1889,  be  was  attacked  witb  severe  pain  in  bis  left 
forearm.  A  swelling  appeared  at  the  upj)er  and  anterior  part  of 
the  forearm  just  below  the  elbow-joint,  and  a  small  abscess  formed, 
burst,  and  healed  in  about  two  months  ;  no  jjieces  of  bone  were 
discharged.  The  radius  began  to  thicken  very  soon  after  this 
attack  commenced,  and  has  continued  to  increase  in  size  ever  since. 
He  has  also  suffered  a  good  deal  of  pain,  especially  at  night.  His 
health  has  been  otherwise  good. 

Condition  on  admission. — The  left  radius  is  thickened  from  just 
below  the  head  to  about  an  inch  above  the  lower  end,  but  this 
swelling  is  most  marked  in  two  situations.  The  thickening  is 
greatest  towards  the  upper  end  commencing  just  below  the  head, 
which  is  not  enlarged,  and  extending  to  a  little  below  the  lower 
border  of  the  supinator  brevis,  and  it  affects  the  whole  circumfer- 
ence of  tbe  bone,  but  especially  \]ie  posterior  part.  Below  this  the 
bone  is  uniformly  enlarged,  but  not  so  much  till  about  two  inches 
above  the  lower  end,  where  there  is  a  mass  of  new  bone  projecting 
backwards  and  inwards  between  the  bones,  and  about  the  size  of  a 
walnut.  The  swelling  is  quite  hard  and  the  skin  is  unaltered  in 
appearance,  but  over  the  upper  swelling  a  number  of  large  subcu- 
taneous veins  are  seen  ;  there  is  no  sinus,  and  the  scar  of  the  pre- 
vious abscess  is  barely  visible.  The  movements  of  the  elbow-joint 
are  not  materially  interfered  with,  extension  being  perfect  and 
flexion  almost  tbough  not  C[uite  complete.  The  forearm  is  almost 
comj^letely  j)ronated,  and  supination  is  impossible,  apparently 
mainly  on  account  of  the  lower  mass  of  bone  catching  on  the  ulna. 
The  bone  is  tender  to  pressure  but  not  very  markedly  so,  and  the 
patient  states  that  now  there  is  seldom  any  pain  during  the  day 
but  sometimes  a  good  deal  at  night. 
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I  diaguosed  the  case  a,s  one  of  chronic  ostitis,  aud  determined  to 
chisel  a  groove  iu  the  thickened  part  of  the  bone,  aud  more  espe- 
cially to  chisel  away  the  lower  mass,  which  seemed  to  be  the  chief 
obstruction  to  supination.  I  thought  it  just  possible  that  I  might 
iind  an  abscess  in  the  bone,  though  the  symptoms  did  not  seem  to 
me  to  point  to  that ;  but  I  confess  that  the  idea  that  I  should  find 
a  loose  sequestrum  without  any  pus  never  occurred  to  me,  probably 
because  I  had  formed  the  opinion  that  many  of  the  cases  of  so- 
called  quiet  necrosis  were  in  all  probability  cases  of  tubercular 
necrosis,  and  in  this  instance  there  Avas  no  reason  to  suspect  any 
tubercular  mischief. 

Accordingly  on  December  31st  I  proceeded  to  operate,  and  in  the 
first  place  exposed  the  lower  mass,  removed  it,  aud  made  a  deep 
hole  in  the  bone.  I  found  nothing  but  spongy,  highly  vascular 
bone ;  the  periosteum  was  much  thickened.  I  then  made  a  free 
incision  at  the  upper  and  back  part  of  the  radius,  exposing  the 
lower  edge  of  the  sujjinator  brevis,  and  after  dividing  the  periosteum 
I  proceeded  to  turn  it  and  the  muscle  upwards.  On  commencing 
to  do  so,  however,  I  noticed  just  opposite  the  loAver  edge  of  that 
muscle  a  small  hole  about  the  size  of  a  pea  in  the  dense  shell  of 
the  bone  at  the  posterior  part,  which  was  filled  with  granulation 
tissue,  but  there  was  no  pus.  I  accordingly  chiselled  into  the  bone 
around  this  soft  track,  and  after  passing  in  about  half  an  inch  I 
picked  out  along  with  the  soft  tissue  a  small  spicule  of  dense, 
white,  dead  bone.  On  enlarging  the  opening  more  and  getting  a 
little  deeper  I  exposed  the  upper  end  of  a  sequestrum  which  was 
moveable,  was  embedded  in  soft  granulation  tissue,  and  extended 
down  to  the  mass  of  bone  at  the  lower  part  which  I  had  pre- 
viously opened  into;  indeed,  had  I  gone  a  very  little  higher  up  and 
deeper  at  the  lower  opening  1  would  have  exposed  the  lower  end 
of  the  sequestrum.  There  was  Jio  pus  or  fluid  around  it ;  it  was 
entangled  in  the  granulation  tissue,  and  I  was  able  to  extract  it 
entire  through  the  upper  opening  without  any  great  difficulty.  The 
greater  part  of  the  wounds  healed  by  first  intention,  and  the  i)arts 
which  were  open  for  drainage  healed  quickly,  and  there  was  never 
any  suppuration  from  the  wound. 

The  sequestrum  is  two  aud  a  half  inches  long,  a  quarter  of  an 
inch  broad  at  the  upper  i)art,  one  eighth  of  an  inch  in  thickness, 
and  tapers  to  a  point  at  its  lower  end.  The  outer  surface  is  some- 
what convex  and  its   inner  concave,  aud   it  has,  I  believe,   been 
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separated  from  the  inner  surface  of  the  hard  shell  of  the  bone  next 
the  medullary  cavity.  It  is  considerably  eroded  on  its  surface,  and 
below  its  centre  is  a  small  hole  which  looks  more  like  a  hole  for 
the  passage  of  a  large  vessel  than  one  due  to  erosion. 

These  cases  of  simple  necrosis  without  suppuration  are  so  rare 
that  I  thought  I  was  justified  in  bringing  this  case  before  the 
Society.  This  is  tbe  only  case  of  this  kind  which  I  have  seen,  and 
the  character  of  the  sequestrum  and  of  the  whole  jjrocess  differs 
from  that  described  by  Mr.  Moriant  Baker,  but  resembles  tbe  first 
case  mentioned  by  Sir  James  Paget  in  his  paper  in  the  third  volume 
of  the  '  Transactions  of  the  Clinical  Society.'  In  my  case  the  se- 
questrum exactly  resembles  the  sequestra  in  ordinary  cases  of 
necrosis  after  suppurative  periostitis  and  osteo-myelitis,  and  consists 
of  normal  bone,  and  not,  as  in  Mr.  Baker's  case,  of  bone  which  has 
previously  been  the  seat  of  sclerosis  ;  and  it  was  completely  de- 
tached and  lying  in  a  bed  of  granulation  tissue. 

The  following  is,  I  believe,  the  mode  in  which  this  sequestrum 
was  formed.  The  disease  commenced  as  an  acute  inflammation 
with  abscess  formation,  probably  in  the  periosteum  at  the  upper 
and  anterior  part  of  the  bone,  an  acute  suppurative  periostitis,  or 
if  not  in  the  periosteum  (against  which  is  the  absence  of  necrosis 
at  the  surface  of  the  bone  at  the  part  affected),  at  least  in  the  soft 
tissue  immediately  adjacent  to  it.  The  inflammatory  exudation 
led  to  blocking  of  the  periosteal  vessels  and  probably  of  the  nutrient 
artery,  and  the  result  was  arrest  of  the  circulation  in  a  considerable 
area  of  the  bone.  The  greater  part  of  this  bone  probably  recovered, 
but  a  portion  in  the  interior  was  deprived  of  blood  for  too  long  a 
time  and  died.  The  living  bone  in  the  vicinity  of  this  dead  piece 
became  converted  into  granulation  tissue  as  in  the  ordinary  process, 
but  as  this  sequestrum  was  at  a  considerable  distance  from  the  pri- 
mary septic  inflammation  at  the  surface  it  never  became  infected  with 
the  septic  material,  and  thus  remained  as  a  comparatively  unirri- 
tating  body,  and  has  no  doubt  been  considerably  eaten  away  by  the 
granulation  tissue  in  which  it  was  lying;  indeed,  had  it  been  left  it 
might  have  entirely  disappeared.  The  pr(jcess  was  thus,  I  imagine, 
practically  the  same  as  in  ordinary  necrosis  with  suppuration.  In 
ordinary  necrosis  due  to  acute  suppurative  periostitis  and  osteo- 
myelitis the  portion  of  bone  dies  mainly  because  its  vascular  supply 
is  cut  off  by  the  inflammatory  exudation,  but  as  it  is  in  contact 
with  the  inflamed  and  suppurating  tissues  it  becomes  infected  with 
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the  pyogenic  cocci,  and  thus  acts  as  an  irritating  foreign  body, 
setting  up  and  keeping  up  suppuration  around  it.  In  this  case,  on 
the  other  hand,  as  I  have  said,  the  infective  material  was  at  a  dis- 
tance, and  never  reached  the  part  of  the  bone  from  which  the  cir- 
culation had  been  permanently  cut  off. 

The  nature  of  the  case  thus  differs  entirely  from  that  described 
by  Mr.  Morrant  Baker,  which  was  clearly  not  a  case  of  ordinary 
simple  necrosis  analogous  to  necrosis  after  acute  periostitis  and 
osteo-myelitis,  but  was  evidently  some  special  form  of  necrosis,  and, 
from  the  fact  that  the  sequestrum  showed  evidences  of  previous 
sclerosis  and  was  imperfectly  separated,  not  improbably  of  a  tuber- 
cular nature.  There  can  be  no  doubt  that  some  of  the  cases  classed 
under  "  cpiet  necrosis  "  are  really  instances  of  tubercular  necrosis 
(and  possibly  also  syphilitic) ;  and  the  second  case  mentioned  by  Sir 
James  Paget  in  the  paper  previously  referred  to,  where  there  were 
small  sequestra  in  cavities  containing  "  thickened  and  half-dried 
pus,"  was,  I  think,  very  probably  one  of  tubercular  disease. 

April  Ist,  1890. 


11.    Dry  necrosis  of  digital  phalanx.     [Card  specimen.) 
By  Samuel  G-.  Shattock. 

THE  finger  was  amputated  from  a  healthy  man,  aged  29,  admitted 
under  Mr.  Croft  in  December,  1889,  with  the  following  history. 
Four  months  ago  he  cut  the  finger  (left  index)  with  some  glass 
over  the  proximal  interphalangeal  joint.  The  whole  hand  after- 
wards swelled  up,  and  the  wound  discharged  for  three  months  ; 
the  swelling  then  diminished,  and  the  wound  healed,  but  the  finger 
was  never  restored  to  its  proper  size.  During  the  last  month  he 
thinks  that  the  swelling  has  slightly  increased.  There  has  been 
aching  pain  at  times,  but  he  has  not  been  kept  awake  by  it. 

On  admission  there  is  a  scar  over  the  joint  mentioned,  which  is 
firmly  ankylosed.  The  first  phalanx  is  thickened  in  its  whole 
length,  but  there  is  a  more  defined  swelling  near  its  distal  end  to 
the  radial  side  and  in  front.  The  skin  over  the  finger  is  a  little 
smoother  than  over  the  opposite,  but  is  otherwise  normal.  The 
swelling  is  very  hard,  inelastic,  and  painless  on  i>ressure. 
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The  finger  was  amputated  at  the  metacarpo-phalangeal  joint, 
on  the  supposition  that  the  enlargement  was  due  to  a  sarcomatous 
growth. 

It  was  hardened  in  alcohol,  and  afterwards  bisected.  The 
enlargement  was  then  seen  to  be  entirely  due  to  the  production 
of  a  fusiform  sheath  of  new  bone  around  two  sequestra.  One 
of  these  comprises  the  dorsal  wall  of  the  shaft,  and  is  1"3  cm.  in 
length;  the  other  the  palmar,  and  is  11  cm. :  the  latter  reaches  to 
within  '3  cm.  of  the  articular  surface  of  the  head  of  the  phalanx. 
Each  sequestrum  is  perfectly  smooth  on  the  outer  aspect,  like  the 
normal  surface  of  the  bone,  and  both  are  quite  loose,  and  closely 
embedded  in  the  granulations  of  the  cavities  in  which  they  lie. 

The  new  osseous  sheath  presents  on  the  dorsal  aspect  a  deficiency 
closed  by  fibrous  tissue,  but  no  trace  of  sinus  or  of  any  cavity 
around  exists,  and  the  same  is  true  of  the  space  containing  the 
other  sequestrum.  The  joint  beyond  is  ankylosed  by  fibrous 
tissue  after  destructive  inflammation. 

In  this  case  it  would  appear  that  the  injury  opened  the  joint, 
the  wound  discharging  for  three  months,  and  that  the  destruction 
of  the  articulation  terminated  in  fibrous  ankylosis,  after  which  the 
wound  healed.  The  smooth  exterior  and  natural  density  of  the 
sequestra  show  that  they  have  resulted  from  the  effects  of  acute 
inflammation. 

That  the  inflammation  of  the  Avounded  joint  Avas  of  an  infective 
kind  is  clear  from  its  having  terminated  in  supjiuration.  But  had 
the  acute  osteitis  which  led  to  the  necrosis  been  due  to  a  direct 
extension  of  the  suppurative  inflammation,  the  sequestra  would 
have  been  infected,  and  this  having  occurred  it  is  most  improbable 
that  the  suppurating  cavity  formed  around  them  should  have  healed. 

There  is  no  history  of  a  second  onset  of  acute  inflammation  after 
the  healing  of  the  wound. 

The  view  taken  by  Mr.  Watson  Cheyne  in  his  case  is,  therefore, 
the  one  most  probably  true  in  this,  viz.  that  the  acute  inflamma- 
tion folloAviug  the  injury  involved  the  bone  and  led  to  necrosis  ; 
but  that  since  the  primary  seat  of  the  suppurative  inflammation 
was  not  in  the  bone  the  resulting  suppuration  did  not  implicate  the 
osseous  tissue,  and  being  limited  to  the  parts  around,  the  sequestra 
themselves  were  not  infected,  and  their  subsequent  detachment 
occurred  without  suppuration.  Aj^ril  15th,  1890. 
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1 2.   Quiet  necrosis  of  articular  cartilage  producing  loose  body  in 

knee-joint. 

By  H.  Betham  Eobinson. 

THIS  loose  body  was  removed  from  the  knee-joint  of  a  boy  aged 
17,  by  Mr.  Croft,  on  November  11th,  1889,  and  to  him  I  am 
indebted  for  bringing  tbis  case  before  the  Society. 

Two  days  before  admission  into  the  hospital  on  November  7th 
he  felt  something  suddenly  give  way  in  his  right  knee  on  lifting  a 
heavy  weight.  About  one  hour  afterwards  he  noticed  the  joint  to 
be  swollen,  and  when  walking  something  seemed  to  catch,  so  that 
he  could  not  for  a  moment  straighten  his  knee.  There  was  very 
little  pain.  The  next  day  he  found  that  there  was  a  moveable  body 
in  his  joint.     He  is  quite  certain  that  he  had  no  blow. 

There  was  no  history  of  any  trouble  with  the  knee  antecedent  to 
this  date,  nor  can  any  evidence  of  a  previous  injury  be  obtained. 
He  is  an  engineer  by  trade,  and  has  played  the  Rugby  game  of 
football  for  three  or  four  years.  There  was  no  history  of  any  fever, 
nor  of  illness  of  any  kind. 

On  admission  there  was  considerable  swelling  of  the  knee  from 
effusion  into  the  joint.  In  addition  a  small  hard  lump  was  to  be 
felt  on  the  inner  side,  which  was  freely  moveable  in  all  directions, 
disappearing  easily  behind  the  patella  on  pressure,  and  reappearing 
on  the  outer  side.  There  was  no  irregularity  felt  about  the  con- 
dyles. 

The  synovitis  rapidly  disappeared,  and  as  it  seemed  to  be  due  to 
the  loose  body,  it  was  determined  to  remove  the  latter. 

On  November  11th  the  operation  was  performed.  The  loose 
body  was  at  first  manipulated  to  the  upper  and  outer  side  of  the 
joint,  and  to  keep  it  in  this  position  the  patella  was  pushed  down. 
The  incision  was  a  vertical  one  on  the  outer  side,  and  the  loose  body 
immediately  shot  out  with  an  escape  of  synovial  fluid.  After  wash- 
ing out  the  joint,  the  edges  of  the  serous  membrane  were  brought 
in  apposition  and  the  wound  closed.  The  finger  was  not  inserted 
into  the  joint,  so  that  the  actual  origin  of  the  loose  body  was  not 
ascei'tained. 

The  loose  body  measures  l^'^  inches  long,  I  inch  broad,  and  \ 
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iucli  in  depth,  and  presents  two  surfaces  and  four  sides.  Its  convex 
sui'face  is  smooth  and  glistening,  resembling  the  surface  of  normal 
articular  cartilage  except  for  a  small  strip  at  one  border  measur- 
ing I  inch  at  its  broadest  part.  The  strip  is  made  up  of  tough 
ligamentous  tissue,  and  bounds  the  free  edge  of  one  of  the  shorter 
sides.     There  is  a  well-defined  edge  at  the  junction  of  the  cartilage 
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with  this  structure.  The  concave  surface  is  irregular  and  pitted ; 
it  is  apparently  entirely  cartilaginous,  except  for  a  few  gritty 
nodules,  which  may  be  felt  on  scraping  the  surface  with  a  needle. 
There  are  no  spicules  of  bone  to  be  seen  attached  to  this  deep 
surface.  The  edges  of  the  body  sloj^e  from  its  concave  to  its  convex 
surface.  On  looking  at  the  convex  side  they  ai'e  seen  to  be  very 
irregular,  having  a  number  of  small  excavations,  over  which  the 
most  superficial  part  of  the  cartilage  seems  to  project  somewhat. 
This  thinning  off  of  the  cartilage  towards  the  convex  surface  is  best 
seen  at  the  edge  opposite  to  the  ligamentous  attachment.  The 
excavations  mentioned  before  are  seen  to  correspond  with  grooves 
in  the  edges  of  the  body. 

A  portion  Avas  removed  from  the  body,  running  from  its  concave 
almost  to  its  convex  surface,  and  sections  have  been  cut,  for  which 
I  have  to  thank  my  friend  Mr.  Shattock.  The  sections  show  great 
irregularity  of  the  edge  corresponding  to  the  concave  surface  of 
the  body.  This  edge  presents  numerous  hollows  such  as  might  be 
met  with  on  the  under  surface  of  a  piece  of  exfoliated  bone,  and 
some  of  these  spaces  are  filled  with  a  fibrinous  network  having 
leucocytes  entangled  in  its  meshes,  evidently  false  membrane 
formed  in  relation  with  the  inflammation  of  the  joint  The  car- 
tilage-cells in  general  are  seen  to  be  arranged  vertically  to  this 
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edge.  In  some  places,  especially  toward  the  deeyy  sui-faces,  the 
cartilage-cells  are  multiplviug,  and  are  arranged  in  groups.  The 
matrix  is  homogeneous.  The  most  marked  feature  in  the  sections 
is  a  patchy  calcification.  This  is  seen  as  a  fine  granular  deposit 
surrounding  the  groups  of  cartilage-cells,  but  only  around  those 
in  the  deepest  layer ;  in  some  places  this  deposit  extends  freely 
into  the  mati'ix.  Around  some  of  these  groups  the  calcification 
appears  to  be  not  only  granular,  but  in  the  form  of  small  plates. 
Thei'e  is  no  appearance  of  any  bone-formation  in  any  of  the  sections. 

Since  the  boy  left  the  hospital  he  has  not  been  troubled  in  any 
way,  and  the  condition  of  his  joint  is  so  perfect  as  to  have  enabled 
him  to  play  football  for  the  past  two  months. 

Bemarls. — On  examining  the  body  one  thing  seems  almost  posi- 
tive— that  it  owes  its  origin  to  the  articular  cartilage.  It  is  incon- 
ceivable from  its  appearance  how  such  a  shaped  body  could  be 
formed  in  synovial  membrane.  Assuming,  then,  that  it  was  origi- 
nally part  of  the  articular  cartilage,  where  was  it  attached  ?  The 
well-defined  edge  at  one  of  the  shorter  sides  with  the  ligamentous 
material  outside  it  seems  to  indicate  that  this  border  has  corx'e- 
sponded  to  the  intercondylar  notch,  and  therefore  it  was  attached 
to  the  posterior  half  of  one  or  other  condyle  abutting  on  the  notch. 
In  this  j)osition  its  long  bordei's  will  be  anterior  and  posterior. 
From  which  condyle  it  came  I  cannot  say. 

Now,  if  this  is  a  piece  of  the  articular  cartilage,  it  must  have 
been  separated  from  one  of  two  causes,  either  from  injury  or  by  a 
process  of  "c^uiet  necrosis,"  or  "  necrosis  without  suppuration." 

I  think  the  following  points  are  against  a  traumatic  origin  : — (1) 
The  scolloped  condition  of  its  edges  and  under  surface  ;  and  (2) 
the  calcification  taking  place  in  its  deepest  layers.  If  due  to  injury, 
instead  of  the  excavated  appearance  its  edges  present,  they  ought 
to  present  a  sharper  margin  and  some  vertical  striation.  Calcifica- 
tion taking  place  irregularly  round  gi'oups  of  cartilage-cells  is  not 
consistent  with  healthy  cartilage,  esi)ecially  in  a  boy  of  seventeen, 
and  it  is  a  process  very  likely  to  be  met  with  in  pathological  con- 
ditions. Of  course  it  might  be  urged  that  the  calcification  had 
taken  place  subsequent  to  traumatic  detachment  some  time  before, 
but  I  do  not  think  this  is  very  likely  to  hapj/en,  and  there  is  no 
reason  why  it  should  be  so  strictly  limited  to  its  under  surface. 

The  history  of  the  accident  does  not  help  us  at  all,  for  although 
in  this  case  it  would  seem  a  very  slight  one  for  so  grave  an  injury, 
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yet  in  the  only  authentic  ease  of  traumatic  detachment  of  articular 
cartilage,  that  of  Sir  John  Simon's,^  a  wrench  was  the  cause. 

We  must  allow,  then,  that  this  piece  of  cartilage  has  been  de- 
tached by  the  process  of  "  quiet  necrosis  "  or  "  necrosis  without 
suppuration  "  described  by  Sir  James  Paget.  What  was  the  cause 
of  this  necrosis  ?  We  have  no  history  at  all  of  any  specific  fever, 
particularly  of  enteric  fever,  so  this  cause  has  not  been  at  work. 
From  some  previous  slight  injury  which  has  not  been  noticed  by 
the  patient,  although  from  his  occupation  such  may  easily  have 
happened,  a  chronic  inflammatory  process  has  been  set  up  beneath 
the  cartilage,  leading  to  its  separation.  Mr.  Shattock's^  sugges- 
tion of  the  influence  of  the  tibial  spine  in  causing  the  detachment 
of  articular  cartilage  may  hold  good  in  this  case.  In  the  position 
of  flexion  there  may  have  been  impact  of  the  tibial  spine  against 
the  edge  of  the  cartilage  bounding  the  notch  ;  this  may  have  caused 
a  bruising  sufficient  to  set  up  a  chronic  inflammatory  process 
leading  to  the  detachment  of  cartilage.  This  chronic  inflammation 
has  led  to  the  formation  of  a  granulation  tissue,  by  means  of  which 
the  cartilage  has  been  separated  from  the  parts  beneath,  and  the 
excavated  appearance  of  its  deep  surface,  as  on  the  under  surface 
of  a  piece  of  exfoliated  bone,  bears  out  this  mode  of  separation. 
The  calcification  has  no  doubt  taken  place  during  the  process  of 
separation. 

A  point  for  consideration  is,  what  was  the  condition  of  the  joint 
before  the  accident  ?  The  boy  had  had  no  symptoms  of  a  loose 
body  in  the  joint,  and  so,  I  think,  the  following  conditions  must 
have  existed — either  that  the  necrosed  part  of  the  cartilage  was 
resting  on  its  bed  of  granulation  tissue  quite  free,  and  that  the 
injury  caused  it  to  be  set  free  into  the  joint ;  or  what  I  believe  was 
most  likely  the  case,  namely,  that  the  cartilage  was  wholly  separated 
except  at  its  ligamentous  edge.  This,  during  the  strain  of  lifting, 
was  broken  through,  and  the  body  set  free  into  the  joint-cavity. 

In  conclusion  I  think  it  may  be  considered  that  this  is  an  authentic 
case  of  detachment  of  articular  cartilage  by  "  quiet  necrosis,"  to 
be  added  to  the  cases  already  chronicled  by  Teale,^  Sir  James 
Paget,*  and  Howard  Marsh.  ^  March  4tJi,  1890. 

'  '  Trans.  Path.  Soc.,'  vol.  xv,  p.  206.     Specimen  in  St.  Thomas's  Hosp.  Mns. 

2  '  Trans.  Path.  Soc.,'  vol.  xl,  p.  259. 

'  '  Med.-Chir.  Trans.,'  vol.  xxxix,  p.  31. 

^  '  St.  Barth.  Hosp.  Reports/  vol.  vi,  p.  1,  1870. 

'  '  Diseases  of  Joints,'  p.  181,  Cassell  and  Co. 
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1.   On  the  pathology  of  goitre  and  some  other  diseases  of  the 
thyroid  glands 

By  James  Beery,  M.B.,  B.S. 

[With  Plates  XVI,  XVII,  XVni.] 

DURING  the  last  five  years  I  have  collected  a  number  of  specimens, 
photographs,  and  casts  illustrating  diseases  of  the  thyroid 
gland,  and  I  venture  to  show  them  here  to-night,  in  the  hope  that 
they  may  interest  the  members  of  this  Society.  Most  of  the 
specimens  are  no  longer  in  my  own  possession,  but  have  been 
presented  to  the  museums  of  the  Royal  College  of  Surgeons,  St. 
Bartholomew's  Hospital,  and  the  Royal  Free  Hospital ;  and  I  am 
indebted  to  the  curators  of  these  three  museums  for  permission  to 
exhibit  most  of  what  I  have  to  show  you. 

In  order  not  to  weary  you  by  reading  a  detailed  account  of  each 
specimen,  a  descriptive  list  has,  by  kind  permission  of  your  secretaries, 
been  printed,  and  copies  distributed  among  you.  In  the  following 
paper  I  propose  to  refer  briefly  to  some  of  the  more  interesting  of 
the  preparations,  and  to  make  remarks  upon  certain  points  in  con- 
nection with  them  which  appear  to  be  worthy  of  discussion.  Of 
the  specimens  preserved  in  spirit,  about  three  fourths  are  from 
fost-mortem  rooms  ;  of  the  remainder  eight  have  been  removed  by 
operation  during  life,  three  by  myself,  five  by  other  surgeons. 
The  photographs  are  all  from  patients  or  specimens  that  I  have 
myself  seen,  and  have,  with  two  exceptions,  been  taken  either  by  my 
friend  Mr.  Charles  Cosens  or  by  myself. 

The  first  two  specimens  are  ordinary  typical  examples  of  the 

1  This  paper  was  illustrated  by  a  scries  of  34  specimens,  40  photographs,  and 
l(j  casts. 
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atrophy  associated  witli  myxoedeina  (Royal  Coll.  of  Surg.  Museum, 
Nos.  2906  C  and  D).  Both  were  removed  from  the  bodies  of  women 
who  had  died  at  the  Holborn  Infirmary,  and  who  had  for  many 
years  been  the  subjects  of  well-marked  myxoedema.  The  thyroid 
gland  in  each  case  is  exceedingly  small ;  it  presents  a  shrunken, 
flabby  appearance,  and  consists  of  little  but  c-onnective  tissue. 

Next  to  these  for  comparison  with  them  has  been  placed  an  ex- 
ample of  another  variety  of  ati'ophy,  which  is  not  associated  with 
myxoedema,  namely,  senile  atrophy  (Royal  Coll.  of  Surg.  Museum 
No.  2906  E).  It  was  removed  from  a  woman  who  had  died  at  the 
advanced  age  of  eighty-four,  and  who  had  never  showm  any 
symptoms  of  myxoedema.  The  gland  in  this  case,  although  con- 
siderably smaller  than  most  thyroids,  is  nevertheless  of  tolerably 
firm  consistence,  and  contains  a  considerable  amount  of  gland- 
tissue,  which  up  to  the  time  of  death  was  doubtless  still  function- 
ally active.  In  this  respect  it  differs  markedly  from  the  two 
preceding  specimens,  in  which  the  shrunken  condition  of  the  organ 
denotes  complete  absence  of  gland-tissue, 

A  third  condition  in  which  atrophy  of  the  gland  may  occur  is 
one  variety  of  cretinism,  but  of  this  I  have  no  specimen  ;  nor  have 
I  been  able  to  find  one  in  any  London  museum.  But  I  show 
instead  some  photographs  (St.  Bartholomew's  Hosp.  Museum,  Nos. 
298  e,  f,  i,  and  j)  illustrating  different  varieties  of  cretinism.  Some 
of  these  patients  had  goitres,  some  had  not.  The  variety  of 
cretinism  in  which  the  gland  is  probably  much  atrophied  is  that 
shown  in  this  photograph  (St.  Bartholomew's  Hosp.  Museum,  No. 
298  e)  ;  here  the  resemblance  to  well-marked  myxoedema  is  most 
obvious.  The  patient  was  a  woman  whom  I  saw,  with  Dr.  Tayler, 
at  Steeple  Aston,  Wiltshire,  where  she  had  always  lived.  Although 
twenty-five  years  of  age,  she  was  less  intelligent  than  most  children 
of  three.  No  thyroid  gland  could  be  felt.  The  mother  had  a 
goitre. 

In  very  many  of  the  cretins,  however,  that  have  come  under  my 
notice  the  resemblance  to  myxoedema  is  less  marked,  and  probably 
in  most  of  these  atrophy  of  the  gland  is  not  present. 

Most  of  the  remaining  specimens  show  different  forms  of 
enlargement  of  the  thyroid  gland,  to  which  the  term  goitre  is 
applicable  ;  I  may  say  that  in  this  paper  the  term  goitre  is  used  to 
denote  enlargement  of  the  thyroid  gland  of  whatever  nature.  The 
specimens  have  been  arranged,  as  far  as  possible,  in  a  mitiu-al  order 
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to  show  the  successive  changes  which  a  thyroid  gland  undergoes  in 
its  development  into  the  different  forms  of  goitre. 

Most  of  the  varieties,  however,  of  innocent  goitre  run  so  much 
one  into  another,  that  it  is  almost  impossible  to  separate  them 
cleai'ly  from  each  other.  I  have  used  the  term  parenchymatous 
goitre  to  denote  a  uniform  enlargement  caused  mainly  by  increase 
in  the  parenchyma  of  the  gland  and  in  the  amount  of  colloid  secre- 
tion in  all  the  vesicles.  If  very  many  of  the  vesicles  are  greatly 
enlarged,  the  term  cystic-parenchymatous  has  been  employed.  If, 
on  the  other  hand,  it  is  mainly  the  connective  tissue  that  is  greatly 
increased  in  amount,  the  termfibrous  goitre  may  perhaps  be  justified, 
although  I  am  not  able  to  show  any  specimen  to  which  that  term 
appears  to  me  to  be  i-eally  applicable.  I  may  add  that  I  feel  sure 
that  the  great  majority  of  the  hard  goitres  that  are  often  diagnosed 
as  fibrous,  and  of  which  an  example  is  shown  in  this  photograph  (St. 
Bartholomew's  Hosp.  Museum,  'No.  298  p),  are  by  no  means  truly 
fibrous  in  structure.  I  believe  that  they  are  usually,  as  in  this  case, 
cystic-parenchymatous,  the  hardness  being  due  to  the  excessive 
quantity  and  the  nature  of  the  material  within  the  vesicles.  In 
some  cases  the  so-called  fibrous  goitres  are  found  after  death  to  be 
merely  cysts  with  solidified  contents. 

The  term  cystic-adenomatous  goitre  has  been  applied  to  those  iu 
which  one  or  more  tumours  partly  adenomatous  and  partly  cystic, 
and  enclosed  in  a  more  or  less  well-marked  capsule,  lie  embedded 
in  a  glaoid  either  otherwise  normal  or  more  often  the  seat  of  ordinary 
parenchymatous  hypertrophy.  When  the  enlargement  is  caused 
mainly  by  the  presence  of  one  or  more  large  cysts,  the  simple  term 
cystic  goitre  seems  most  applicable. 

Vascular  goitre  is  a  variety  described  by  some  authors,  but  I 
believe  that  if  it  ever  occurs  as  a  separate  variety  it  must  be  exces- 
sively rare.  I  have  been  unable  to  find  any  pathological  evidence 
that  the  goitre  of  Graves's  disease,  to  which  variety  the  term 
vascular  is  so  frequently  applied,  has  any  real  claim  to  the  name. 
Pulsation  may  occur  in  any  form  of  goitre,  either  transmitted  from 
the  carotids  or  from  the  thyroid  arteries  in  or  upon  the  gland.  Iu 
Graves's  disease  the  apparently  increased  vascularity  is  due,  I 
believe,  to  the  increased  pulsation  which  is  present  in  all  the  arteries 
of  the  body,  including  those  of  the  thyroid  gland  ;  but  it  is  not 
really  greater  iu  the  thyroid  arteries  than  iu  the  carotid,  brachial,  or 
any  other. 
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In  this  specimen  of  exophthalmic  goitre  (Royal  Coll.  of  Surg. 
Museum,  2894  A)  it  may  be  seen  that  the  thyroid  arteries  are 
little  if  at  all  larger  than  normal,  and  I  have  not  been  able  to  find 
any  evidence  of  marked  increase  in  the  vascularity  of  the  gland  in 
some  other  specimens  which  I  have  examined,  nor  in  the  few  speci- 
mens contained  in  the  London  museums. 

Coming  now  to  some  of  the  rarer  diseases  of  the  thyroid  gland, 
I  have  to  mention  tubercular  and  syphilitic  affections.  Of  the 
former  I  show  one  specimen  (Eoyal  Coll.  of  Surg.  Museum,  2906  F), 
a  portion  of  an  otherwise  normal  thyroid  gland  containing  a 
mihary  tubercle.  It  was  removed  from  the  body  of  a  patient  who 
had  died  of  general  tuberculosis.  I  should  not  have  deemed  this 
small  specimen  worthy  of  exhibition  were  it  not  for  the  fact  that 
I  have  not  been  able  to  find  a  specimen  of  tubercle  of  the  thyroid 
in  any  of  the  twelve  London  museums  that  I  have  searched,  nor  in 
those  of  Oxford,  Birmingham,  Newcastle,  Edinburgh,  Glasgow, 
Geneva,  Beme,  or  Zurich. 

Very  few  cases  have  been  even  recorded  in  the  literature  of  the 
thyroid  gland.  And  yet  tubercular  disease  of  this  organ  may  be 
common  enough,  and  possibly  is  not  found  simply  because  it  is  not 
customary  to  inspect  the  thyroid  at  all  post-morteim  examinations. 
My  own  specimen  was  found  by  chance  by  examining  consecutively 
in  the  post-mortem  room  the  thyroid  gland  of  eighty  persons  who 
had  died  of  various  diseases  unconnected  with  the  thyroid  itself.^ 

Of  syphilitic  disease  of  the  thyroid  I  have  no  specimen ;  the 
only  one  with  which  I  am  acquainted  is  that  recently  added  to  the 
museum  of  the  Royal  College  of  Surgeons.  It  shows  gummatous 
disease  of  the  organ.  But,  doubtless,  similar  specimens  would  be 
more  often  found  if  they  were  only  looked  for. 

Of  hydatid  cysts  of  the  thyroid  about  a  dozen  have  been  recorded 
in  various,  chiefly  foreign,  journals.  I  have  no  specimen  in  my  col- 
lection, and  the  only  one  that  I  have  myself  seen  is  that  contained 
in  the  museum  of  Guy's  Hospital. 

1  In  one  of  the  English  museums  I  have  seeu  a  specimen  described  as 
"  strumous  disease  of  the  thyroid  gland,"  hut  it  is  obviously  nothing  of  the 
kind.  It  is  simply  an  ordinary  cystic  goitre,  and  there  can  be  hut  little  doubt 
that  the  description  originated  in  an  error  of  translation;  for  the  specimen 
originally  came  from  a  German  pathologist,  and  I  need  scarcely  remind  you  that 
struma  is  one  of  the  ordinary  German  names  for  goitre,  and  "  strumous  thyroid 
gland  "  in  German  means  simply  goitre. 


26£  DUCTLESS    GLANDS. 

Of  encapsuled  adenomatous  tumours  embedded  in  the  gland  I  am 
able  to  show  several  specimens  (Royal  Coll.  Surg.  Museum,  2907  B 
and  C  ;  St.  Bartholomew's  Hosp.  Museum,  2310  B  and  C  ;  and  a 
specimen  from  the  Royal  Free  Hosp.  Museum). 

Of  malignant  disease  of  the  thyroid  gland  I  show  only  two 
specimens  (St.  Bartholomew's  Hosp.  Museum.  2318  A  and  another) 
and  three  photographs.  One  of  the  latter  shows  narrowing  of  the 
palpebral  fissure  and.  contraction  of  the  pupil  on  the  right  side 
caused  by  the  involvement  of  the  cervical  sympathetic  nerve  in  a 
malignant  goitre. 

In  three  out  of  these  five  cases  an  innocent  goitre  had  existed 
for  many  years  before  the  malignant  disease  supervened.  I  must 
refrain,  however, from  entering  upon  the  subject  of  malignant  disease 
of  the  thyroid  gland,  lest  this  paper  should  become  unduly  long. 

A  few  points  will  now  be  considered  which  relate  to  the  situation, 
shape,  and  size  of  goitres  as  shown  by  the  specimens  and  photogi-aphs 
before  you. 

The  first  point  to  which  I  wish  to  draw  attention  is  that  simple 
hypertrophy — that  is,  enlargement  in  which  neither  development  of 
cysts  on  the  one  hand,  nor  of  connective  tissue  on  the  other,  is 
greatly  in  excess — always  involves  the  whole  gland ;  further,  that  it 
occurs  almost  exclusively,  in  its  early  stage  at  any  rate,  in  young 
subjects,  and  that  it  never  attains  any  great  size. 

One  frequently  hears  such  expressions  as  "  hypertrophy  of  one 
lobe  of  the  thyroid  gland  "  and  "  enormous  hypertrophy  of  the 
whole  gland."  Both  expressions  are,  I  venture  to  think,  incorrect. 
Certainly  none  of  my  specimens  nor  any  others  that  I  have  seen  in 
the  museums  above  mentioned,  show  anything  like  simple  hyper- 
trophy of  one  lobe  alone  or  of  any  part  of  it. 

All  very  large  goitres,  too,  such  as  those  shown  in  the  photographs 
(St.  Bartholomew's  Hosp.  Museum,  298  x  and  298  gg),  are  com- 
posed mainly  of  cysts.  These  cysts  do  not  necessarily  contain 
fluid,  and  may  be  of  any  degree  of  hardness  from  calcification  of 
the  cyst- wall  or  other  cause. 

I  lay  stress  upon  these  two  points  in  order  to  show  how  little 
likely  it  is  that  internal  remedies,  which  may  cure  simple  hyper- 
trophy, will  have  any  efifect  upon  markedly  unilateral  goitres  of 
whatever  size,  or  upon  very  large  goitres. 

I  must,  however,  mention  two  exceptions. 

In  the  first  place,  as  the  two  lobes  of  the  thyroid  gland  are  not 
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always  of  exactly  the  same  size,  uniform  hypertrophy  will  often 
cause  one  lobe  to  be  slightly  larger  than  the  other,  although  the 
degree  of  hypertroj)hy  in  each  has  been  the  same. 

In  the  next  place,  strictly  unilateral  hypertrophy  does  occur  when 
one  lobe  of  the  gland  has  by  operation  or  other  cause  been  destroyed 
or  removed,  and  thus  rendered  incapable  of  fulfilling  its  functions. 
Under  these  circumstances  the  opposite  lobe,  in  young  subjects  at 
any  rate,  usually  undergoes  true  compensatory  hypertrophy. 

Next,  as  to  the  situation  which  a  goitre  may  occupy.  All  forms  that 
cause  uniform  enlargement  of  the  gland  naturally  occupy  a  position 
and  have  a  shape  corresponding  to  that  of  the  normal  gland.  The 
great  majority,  too,  of  cystic  and  solid  tumours  of  the  gland  lie  in 
the  situation  of  one  or  other  of  the  lobes  of  the  noi*mal  gland,  as 
is  shown  by  many  of  the  photographs  before  you.  But  occasionally 
such  tumours  occupy  unusual  situations,  and  thus  lead  to  serious 
errors  in  diagnosis.  This  is  especially  the  case  with  those  goitres 
that  lie  within  the  thorax  (substernal  goitres),  of  which  I  have  no 
example  here  to-night,  and  those  that  grow  from  the  upper  extre- 
mity of  one  lobe,  thus  occupying  an  unusually  high  position  near 
the  hyoid  bone.  The  accompanying  specimen  (Eoyal  Coll.  of  Surg. 
Museum,  2907)  is  an  example  of  such  a  tumour  renioved  by  opera- 
tion from  the  neighbourhood  of  the  angle  of  the  jaw.  Plate  XVII 
(fig.  3)  depicts  a  goitrous  tumour  in  a  somewhat  similar  situation, 
but  in  this  case  there  was  also  slight  enlargement  of  other  parts 
of  the  gland. 

The  very  rare  tumours  consisting  of  thyroid  tissue,  which  are 
said  to  occur  within  the  larynx,  at  the  I'oot  of  the  tongue,  and  in 
distant  parts  of  the  body,  I  need  only  mention,  as  I  have  no 
specimens  of  any  of  them. 

I  must  now  say  a  few  words  about  the  pyramid,  that  process  of 
gland  so  often  found  springing  from  the  neighbourhood  of  the 
isthmus  and  extending  upwards  in  front  of  the  larynx.  The 
frequency  of  its  occurrence  is  shown  by  the  facts  that  out  of 
fifteen  of  my  specimens  a  pyramid  is  present  in  five  and  absent 
from  ten. 

The  specimen  2314  D  (St.  Bartholomew's  Hosp.  Museum)  shows 
a  thyroid  gland  with  slight  cystic  enlargement  of  the  right  lobe ; 
from  the  left  lobe,  which  is  otherwise  normal,  springs  a  well-marked 
pyramid  which  extends  upwards  as  far  as  the  hyoid  bone. 

In  this  case  the  pyramid  has  not  undergone  any  goitrous  enlarge- 
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ment,  but  in  each  of  the  next  two  specimens,  which  are  examples  of 
parenchymatous  goitre  (St.  Bartholomew's  Hosp.  Museum,  2314  C, 
and  Royal  Coll.  of  Surg.  Museum,  2902  A)  (see  Plate  XVI,  fig.  1), 
a  well-marked  pyramid  is  present,  and  has  undergone  enlargement 
uniformly  with  the  rest  of  the  gland. 

It  thus  forms  a  mass  of  considerable  size,  covering  up  a  large 
part  of  the  larynx.  I  have  many  times  been  able  to  feel  very 
distinctly  a  goitrous  pyramid  in  a  patient  with  parenchymatous 
goitre.  I  think  that  its  presence  should  generally  be  suspected 
when  a  goitre  of  moderate  size  covers  up  much  of  the  larynx. 

In  some  cases  the  upper  part  of  the  pyramid  alone  persists,  and 
this  when  enlarged  may  form  a  goitre  situated  immediately  over 
the  upper  part  of  the  larynx. 

A  point  of  practical  importance  in  connection  with  an  enlarged 
pyramid  lies  in  the  fact  that  by  its  situation  in  front  of  the 
larynx  and  upper  rings  of  the  trachea  it  may  be  a  very  serious 
obstacle  to  laryngotomy  or  tracheotomy.  In  the  only  case  in 
which  I  have  myself  had  to  perform  tracheotomy  in  a  great 
hurry  in  a  case  of  goitre,  fortunately  no  pyramid  was  present.  But 
in  the  patient  from  whom  I  removed  this  goitre  (Eoyal  Free  Hosp, 
Museum,  case  of  Priscilla  T — )  a  well-marked  pyramid  existed ;  it 
completely  covered  the  crico-thyroidal  membrane  and  lower  part  of 
the  thyroid  cartilage.  I  therefore  deemed  it  advisable  at  an  early 
stage  of  the  operation  to  detach  this  portion  of  the  goitre  and 
expose  the  membrane.  Thus,  had  laryngotomy  become  necessary, 
which  was  not  the  case,  although  the  dyspnoea  was  considerable, 
its  performance  would  not  have  been  hindered  by  the  presence  of 
the  pyramid.  It  is  obvious  that  in  the  operation  of  division  or 
resection  of  the  thyroid  isthmus  the  presence  of  an  enlarged 
pyramid  might  prove  a  troublesome  complication. 

I  come  next  to  the  alterations  in  the  shape  and  position  of  the 
trachea  produced  by  goitre,  and  shall  endeavour  to  show  that  these 
alterations  are  produced  in  a  definite  manner,  and  that  by  obser- 
vation of  the  shape,  size,  and  situation  of  a  goitre  it  is  generally 
possible  to  tell  during  life  the  probable  condition  of  the  trachea. 
This  is  often  a  point  of  no  little  importance  with  reference  to  the 
production  of  dyspnoea  and  to  the  advisability  of  operative  inter- 
ference. 

This  specimen  (Eoyal  Coll.  of  Surg.  Museum,  2902  B)  and  photo- 
graph   (St.    Bartholomew's  Hosp.   Museum,  298.  o)  show  typical 
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examples  of  goitre  causing  death  by  suffocation.  Both  the  patients 
were  young,  aged  13  and  14  respectively  :  in  both  cases  the  nature 
of  the  goitre  is  the  same,  namely,  general  hypertrophy  :  in  both  cases 
the  trachea  is  flattened  laterally. 

I  venture  to  formulate  a  rule  to  which  I  know  of  no  exception  : 
that  the  effect  produced  uj^on  the  shape  of  the  trachea  by  a  goitre 
of  this  kind,  namely,  genei'al  uniform  enlargement  of  the  gland,  is 
of  one  kind  and  one  only — that  is,  bilateral  flattening.  This  flat- 
tening is  illustrated  by  the  specimen  and  photograph  just  mentioned, 
and  also  by  this  specimen  (Royal  Coll.  of  Surg.  Museum,  2908  A) 
and  others.  In  these  cases  of  uniform  bilateral  enlargement  of  the 
thyroid  the  trachea  is  never,  I  believe,  displaced  from  its  position 
in  the  middle  line  of  the  neck.  Occasionally  it  may  be  bent 
directly  forwards  when  the  lateral  lobes  meet  behind  it. 

I  take  next  unilateral  goitres  of  whatever  nature,  cystic  or  other- 
wise, involving  one  side  only  of  the  gland. 

The  effect  of  such  a  goitre  upon  the  trachea  is  to  push  it  over 
towards  the  opposite  side  of  the  neck,  bending  it  and  flattening  it 
on  the  side  next  the  goitre.  In  these  cases  there  is  frequently  also 
a  twisting  of  the  trachea  upon  its  long  axis.  This  specimen  (Royal 
Coll.  of  Surg.  Museum,  2902  C)  shows  the  larynx,  trachea,  and 
thyroid  gland  which  I  removed  from  the  body  of  a  man  who  had 
died  of  heart  disease  at  Victoria  Park  Hospital.  It  shows  well  the 
above-mentioned  changes  in  the  trachea.  The  goitre  is  cystic,  and 
is  about  as  large  as  a  goose's  egg ;  it  involves  the  right  lobe  only. 
The  trachea  describes  a  curve,  in  the  concavity  of  which  rests  the 
goitre  ;  it  is  also  twisted  upon  itself  to  the  left  and  flattened 
obliquely  by  pressure  inwards  of  its  front  and  right  walls. 

The  patient  was  49  years  of  age.  He  had  had  the  goitre  as  long 
as  he  could  remember ;  but  although  the  lumen  of  the  trachea  was 
considerably  narrowed,  yet  he  had  never,  according  to  his  own 
account,  had  any  serious  dyspnoea. 

A  cast  has  been  taken  of  the  interior  of  this  trachea ;  it  shows 
well  the  deformity  caused  by  the  goitre. 

Next  come  median  goitres,  which  occupy  the  middle  line  of  the 
neck,  springing  from  the  isthmus  or  from  the  neighbouring  part  of 
the  gland,  and  not  affecting  much  of  the  lateral  lobes.  Median 
goitres  are  shown  in  this  specimen  (St.  Bartholomew's  Hosp. 
Museum,  2310  A),  these  photographs  (St.  Bartholomew's  Hosp. 
Museum,  298  y),  and   in   one   of  the   casts.     I   may  remark,  in 


266  DUCTLESS    GLANDS. 

passing,  that  such  median  goitres  rarely  do  come  strictly  from  the 
isthmus,  but  usually  spring  from  the  neighbouring  part  of  one  or 
other  lateral  lobe.  If  such  tumours  are  situated  exactly  in  the 
middle  line  and  do  not  affect  much  of  the  lateral  lobes,  and 
especially  if  they  are  prominent,  they  do  not  seriously  compress 
the  trachea,  and  are  not  likely  to  cause  dyspnoea. 

The  statement  that  such  median  goitres  do  not  usually  cause 
dyspnoea  is,  I  believe,  contrary  to  the  generally  accepted  opinion, 
and  I  wish  therefore  to  lay  special  stress  upon  it. 

The  goitre  depicted  in  Plate  XVII  (fig.  4)  is  a  weU-marked 
example  of  a  median  cystic  goitre  lying  immediately  in  front  of 
the  trachea ;  it  had  existed  many  years,  but  had  never  caused  any 
dyspnoea.  It  may  well  be  contrasted  with  that  shown  in  the  same 
plate,  fig.  1,  which  is  a  uniform  parenchymatous  goitre  involving  all 
parts  of  the  gland,  and  therefore  likely  to  cause  dyspnoea. 

If  one  fact  seems  to  stand  out  more  clearly  than  others  in  the 
examination  of  tracheas  compressed  by  goitre,  it  is  that  antero- 
posterior flattening  is  excessively  rare;  lateral, bilateral,  and  oblique 
flattening  are,  on  the  contrary,  extremely  common. 

Among  all  the  specimens  contained  in  the  twenty-one  museums 
above  mentioned  I  have  not  been  able  to  find  more  than  four  with 
any  distinct  antero-posterior  flattening  ;  one  of  these  is  before  you 
(St.  Bartholomew's  Hosp.  Museum,  2310  A).  In  none  of  these 
four  cases  was  there  more  than  a  slight  degi'ee  of  antero-posterior 
flattening,  and  in  none  of  them  was  there  any  dyspnoea  worth 
mentioning. 

When  both  lobes  are  enlarged  unequally  the  trachea  is  generally 
flattened  laterally  and  obliquely,  often  twisted  longitudinally,  and 
usually  displaced  towards  the  smaller  lobe.  It  must  be  remembered, 
however,  that  it  is  not  always  the  more  prominent  lobe  that  is  the 
larger.  Thus  I  have  seen  cases  in  which  the  right  lobe  was  the 
more  prominent,  and  yet  the  trachea  was  displaced  to  the  right  by 
a  deep-seated  enlarged  left  lobe.  Possibly  in  some  rare  cases  of 
substernal  goitre,  true  antero-posterior  flattening  may  occur  when 
the  goitre  is  compressed  between  the  sternum  and  the  trachea,  but 
I  can  find  no  distinct  evidence  of  this. 

I  ought  to  allude  here  to  the  softening  and  atrojthy  of  the  trachea 
that  has  been  described  by  Rose  of  Zurich  and  others,  and  to  state 
brielly  that  in  none  of  the  tracheas  that  I  have  examined  has  there 
been  any  evidence  of  its  existence.     That  the  trachea  may  become 


DESCRIPTION  OF  PLATE  XVII. 

Illustrating  Mr.  Berry's  paper  on  the  Pathology  of  Goitre. 
(Page  258  ) 

Fig.  1. — Parenchymatous  goitre  iu  a  boy  aged  14.  The  whole  gland  was 
uniformly  enlarged,  and  caused  considerable  dyspnoea. 

Fig.  2. — Very  large  cystic  goitre.  It  bad  existed  between  fifty  and  sixty 
years.  Within  the  last  ten  years  it  had  increased  considerably  in  size,  and 
caused  some  dyspnoea  and  dysphagia.  The  trachea  is  much  displaced  to  the 
left ;  the  superficial  veins  are  much  enlarged.  From  a  case  seen  at  Wolperswyl, 
Canton  Fribourg. 

Fig.  3. — Cystic  goitre  occupying  an  unnsually  high  position  in  the  neck. 

Fig.  4. — A  median  cystic  goitre.  It  had  existed  many  years,  but  had  never 
caused  any  dyspnoea. 
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greatly  distorted,  flattened,  twisted  by  goitre  there  can  be  no  doubt 
whatever ;  there  can  be  equally  little  doubt  that  this  flattened  and 
altered  trachea  is  very  prone  to  become  kinked  or  to  collapse,  and 
thus  prove  a  source  of  great  danger.  But  it  is,  I  believe,  not  true 
that  the  trachea  becomes  either  softened  or  atrophied. 

The  apparent  softening  which  may  often  be  observed  during 
operations  for  removal  of  goitre,  and  which  I  have  myself  seen 
several  times,  is  due  to  loss  of  convexity  of  the  tracheal  rings, 
causing  them  to  be  less  resisting  ;  but  not  to  actual  softening  oi 
atrophy.  I  need  hardly  say  that  I  am  not  speaking  of  malignant 
goitre,  in  which  the  trachea  is  frequently  eroded. 

The  relation  to  age  and  sex  of  innocent  goitre  causing  death  by 
suffocation  is  not  without  interest.  I  have  collected  from  various 
sources,  private  and  public,  as  many  cases  as  I  could  find  in  which 
death  was  clearly  caused  simply  by  suffocation  produced  by  goitre. 
no  operation  other  than  in  some  cases  a  simple  tracheotomy  having 
been  performed.  These  cases  amount  to  thirty-two  in  number ; 
fifteen  being  in  males,  seventeen  iu  females.  Considering  the  much 
greater  frequency  of  goitre  in  female  than  in  male  subjects,  it  is  at 
first  sight  somewhat  remarkable  that  of  fatal  cases  about  half 
occur  in  the  male  sex.  As  to  age,  of  the  twenty-seven  cases  in 
which  the  age  is  given,  in  only  seven  did  it  exceed  20  years.  The 
youngest  was  12.  Of  the  seven  above  20,  the  ages  were  respectively 
23,  28,  29,  30,  30,  30,  and  33 ;  the  last  five  were  all  women. 

It  may  be  concluded,  therefore,  that — 

(i)  Fatal  dyspnoea  produced  by  innocent  goitre  (for  I  am  not  speak- 
ing of  malignant  disease)  occurs  about  equally  frequently  in  the 
two  sexes,  despite  the  fact  that  innocent  goitre  occurs  much  more 
often  in  patients  of  the  female  sex. 

(ii)  The  age  at  which  dangerous  dyspnoea  is  most  likely  to  occur 
is  that  of  puberty  or  soon  afterwards. 

A  slight  degree  of  pressure  upon  the  oesophagus  is  illustrated  by 
some  of  my  specimens,  but  I  have  no  well-marked  example  of 
retro-cesophageal  goitre. 

Pressure  upon  the  recurrent  laryngeal  nerve  was  present  in  the 
case  from  which  one  of  the  accompanying  casts  was  taken. 

Another  specimen  (Eoyal  Coll.  of  Surg.  Museum,  2908  A)  shows 
that  one  recurrent  laryngeal  nerve  has  been  displaced  from  its  normal 
position,  and  was  probably  paralysed  during  life. 

In  nearly  all  the  other  specimens  it  may  be  seen  that  the  recur- 
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rent  nerves  lie  in  the  grooves  between  tlie  oesophagus  and  the 
goitre.  The  close  proximity  of  the  nerve  to  the  goitre  in  all  cases 
shows  how,  unless  care  be  taken,  they  may  easily  be  wounded  in  an 
operation  for  removal  of  the  goitre. 

In  conclusion,  I  wish  to  draw  your  attention  to  five  of  the 
accompanying  photographs. 

Three  of  them  (two  of  which  have  been  reproduced  in  Plate 
XVIII)  illustrate  a  disease  fortunately  rarely  seen  in  this  country, 
namely,  cachexia  strumipriva — produced  by  the  total  extirpation 
of  a  goitrous  thyroid  gland.  The  photographs  show  three  different 
stages  of  the  disease  at  periods  respectively  four,  five,  and  eleven 
years  after  the  operation.  The  latter  case  is,  so  far  as  I  am  aware, 
the  only  one  that  has  yet  been  recorded  in  Great  Britain.  For 
permission  to  examine  aud  photogi*aph  this  patient  I  am  indebted 
to  Dr.  Gordon,  of  East  Linton,  N.B.,  where  the  patient  lives.i 

The  other  two  photographs  (Plate  XVIII)  illustrate  the  com- 
pensatory hypertrophy  which,  as  I  have  already  said,  occurs  after 
partial  removal  of  goitre.  In  one  case  the  patient  was  fourteen  years 
of  age  when  her  thyroid  gland  was,  as  it  was  believed,  completely 
removed  on  account  of  dyspnoea.  According  to  the  account  given 
to  me  by  the  patient  and  her  mother  when  I  first  saw  her,  two 
years  later,  the  following  had  been  the  progress  of  events.  A  few 
weeks  after  the  operation  a  small  lump  had  been  noticed  on  the 
left  side  of  the  neck  near  the  lai-ynx  ;  this  had  steadily  increased  in 
size  ever  since  ;  during  the  whole  of  this  time  the  patient  had  been 
very  feeble  and  pale,  aud  unable  to  do  any  hard  work.  When  I  first 
saw  her  she  was  still  in  this  condition,  although  much  better  than 
she  had  been.  The  tumour,  which  clearly  consisted  of  a  portion  of 
thyroid  gland,  accessory  or  otherwise,  was  then  about  as  large  as  a 
walnut.  I  saw  her  again  a  year  later,  and  took  the  photographs 
now  shown.  The  tumour  had  increased  to  nearly  the  size  of  a 
hen's  egg.  As  this  compensatory  hypertrophy  enabled  the  thyroid 
to  resume  its  functions,  the  girl  had  regained  health  and  strength  ; 
her  pallor  had  quite  disappeared,  and  she  had  been  able  to  enter  a 
situation  as  general  servant,'^ 

1  An  excellent  account  of  this  case  lias  been  published  by  Dr.  Qordon  in  the 
•  Lancet,'  1886,  vol.  ii,  p.  65. 

^  A  full  account  of  the  earlier  history  of  this  patient  has  been  published  in  the 
'  Lancet'  for  1887,  vol.  ii,  p.  613,  by  Mr.  Henry  Morris,  under  whose  care  she 
was.     I  am  indebted  to  him  for  permission  to  publish  this  photograph. 
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The  case  illustrates  well  the  value  of  leaving  a  portion  of  a 
goitre  sufficient  to  carry  on  the  functions  of  the  gland. 

Another  somewhat  similar  case  is  that  represented  in  Plate  XVIII. 
The  patient  was  kindly  shown  to  me  at  the  Eadcliffe  Infirmary, 
Oxford,  by  Mr.  H.  P.  Symonds,  under  whose  case  she  had  been.^  She 
had  had  a  bilatei-al  parenchymatous  goitre,  all  parts  of  which,  except 
a  portion  in  front  of  the  trachea,  were  removed  on  account  of 
dyspnoea.  The  parts  left  behind  underwent  the  usual  compensatory 
hypertrophy,  and  the  accompanyipg  photograph  shows  the  condition 
six  months  later.     The  patient's  general  health  was  then  excellent. 

The  last  photograph  I  have  to  show  illustrates  some  of  the  effects, 
immediate  and  remote,  of  division  of  the  thyroid  isthmus  and 
removal  of  part  of  a  goitre.  The  patient  was  a  girl  under  the  care  of 
Mr.  Langton  at  St.  Bartholomew's  Hospital.  She  was  admitted 
with  a  bilateral  parenchymatous  goitre  causing  most  urgent  dys- 
pnoea. The  thyroid  isthmus  was  divided.  No  relief  followed. 
Tracheotomy  was  then  performed.  As  the  result  of  the  division  of 
the  isthmus,  the  goitre  diminished  so  much  in  size  that  when  I 
saw  her  a  few  days  afterwards,  scarcely  any  swelling  was  visible  in 
the  neck.  However,  in  the  course  of  the  next  few  weeks  the  goitre 
gradually  reappeared  imtil  it  regained  the  size  depicted  in  the 
photograph  ('  St.  Bartholomew's  Hosp.  Mus.,'  298  pp).  Subse- 
quently the  right  lobe  was  extirpated,  and  again  the  same  sequence 
of  events  occurred  in  the  remaining  lobe ;  it  disappeared  almost 
entirely,  and  then  as  the  wound  healed  it  slowly  re-enlarged. 

Note. — I  have,  since  reading  this  paper,  discussed  fully  else- 
where ^  what  I  believe  to  be  the  cause  of  these  changes,  and  also 
of  the  mode  in  which  division  of  the  thyroid  isthmus  acts  in 
relieving  dyspnoea.  January  21st,  1890. 

1  Further  details  of  this  case  have  been  published  by  Mr.  Symonds  in  the 
'  Lancet'  for  1886,  vol.  i,  p.  829. 

'  In  a  paper  published  in  the  '  Birmingham  Medical  Review  '  for  June,  1890. 
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2.  Adenomata  of  the  thyroid  gland.     [Card  specimen.) 
By  E.  C.  Perry,  M.B. 

THE  left  lobe  of  the  tliyroid  gland  contains  two  nodules,  eacli 
about  the  size  of  a  hazel-nut,  with  fibrous  capsules.  In  the 
recent  state  the  upper  one  was  very  soft,  and  dark  brown  from  in- 
ternal haemorrhage,  while  the  lower  nodule  was  of  a  similar  con- 
sistence but  of  a  pinkish- white  colour. 

A  microscopical  examination  of  a  section  of  the  lower  growth 
shows  groups  of  small  spheroidal  cells  arranged  in  follicles,  amongst 
which  ramify  widely  dilated  blood-vessels  filled  with  red  corpuscles. 
From  a  woman,  aged  48,  under  the  care  of  Dr.  Pye-Smith  in 
Guy's  Hospital.  She  died  from  cerebral  haemorrhage.  She  had 
also  mitral  and  tricuspid  stenosis,  with  old  and  recent  peritonitis. 
There  were  infarcts  in  the  kidneys,  and  tubercle  bacilh  were  found 
in  the  caseous  suprarenal  bodies  and  Fallopian  tubes. 

January  21st,  1890. 


3.  Suppurating  hydatid  cyst  of  the  thyroid  gland.     [Card 
specimen.) 

By  Laubiston  Shaw,  M.D. 

THE  membranous  wall  of  a  hydatid  cyst  which  was  removed  by 
Mr.  Cock  in  1855.  The  patient  was  a  delicate  girl,  aged  15, 
who  had  sufi"ere(3  from  an  enlargement  of  the  thyroid  gland  for 
seven  years,  which  was  thought  to  be  a  bronchocele.  The  swelling 
was  incised  and  pus  evacuated.  Subsequently  the  membrane 
shown  in  the  preparation  was  removed  from  the  abscess-cavity. 

Histologically  the  wall  of  the  cyst  is  composed  of  characteristic 
laminated  membrane.  January  21s/,  1890. 
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4.  Diabetes  mellitus  associated  with  Addison's  disease,  the 
patient  dying  in  the  course  of  an  attack  of  rheumatic  fever  ; 
suprarenal  capsules  converted  into  masses  of  fibrous  tissue. 

By  Samuel  West,  M.D. 

WILLIAM  R — ,  aged  49,  was  admitted  into  St.  Bartholomew's 
Hospital  with  diabetes  mellitus,  from  which  he  had  been 
suffering  for  the  last  six  months,  during  which  period  he  had  lost 
4  stone  in  weight.  Except  for  rheumatic  fever  thirty  years  ago, 
for  which  he  was  treated  in  the  hospital,  he  was  in  good  health  and 
active  work  till  he  came  under  observation  as  an  out-patient  with 
enlargement  of  the  liver,  but  he  did  not  really  ail  much  till  the 
commencement  of  the  present  illness  six  months  ago. 

The  patient  was  fairly  well  nourished.  He  complained  of  thirst 
and  weakness,  and  the  urine  was  found  to  contain  about  2 "5  per  cent, 
of  sugar,  and  was  of  a  specific  gravity  of  1034,  with  a  trace  of  albu- 
men. The  lungs  were  slightly  dull  at  both  bases,  the  breath-sounds 
absent,  and  there  was  some  crepitation  there.  Over  the  heart  were 
there  was  general  systolic  murmur,  conducted  a  little  way  into 
the  axilla,  and  the  area  of  dulness  was  slightly  enlarged  in  all 
directions.  The  heart  was  thought  to  be  dilated  only,  and  not  to 
be  affected  with  any  organic  disease. 

The  liver  was  enlarged,  and  slightly  painful  on  palpation.  With 
this  exception  the  only  peculiarity  to  be  noticed  was  the  colour  of 
the  skin.  This  was  of  a  greyish  cyanotic  hue,  much  like  that 
observed  in  chronic  silver  staining,  but  no  history  could  be  obtained 
which  would  support  such  an  explanation.  This  coloration  was 
not  confined  to  the  hands,  arms,  and  face,  but  involved  the  skin  of 
the  whole  body,  and  was  equally  if  not  rather  more  marked  on  the 
trunk  and  thighs.  This  peculiarity  led  me  to  raise  the  question  of 
Addison's  disease,  which  was  frequently  discussed,  but  without  our 
being  able  to  arrive  at  any  definite  opinion,  although  I  was  always 
somewhat  in  favour  of  that  diagnosis,  and  felt  confirmed  in  my 
opinion  by  the  gradual  darkening  in  colour  that  occurred  as  time 
went  on. 

The  course  of  the  case  was  peculiar  in  several  respects. 
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About  a  fortnight  after  admission  the  patient  complained  greatly 
of  scalding  pain  on  micturition  and  of  difficulty  in  passing  water. 
It  turned  out  that  there  was  a  strictui'e.  Catheter  was  passed 
with  some  relief,  but  a  troublesome  though  not  severe  cystitis  set 
in.  To  this  was  probably  due  the  slight  rise  in  temperature,  which 
was  observed  for  above  a  month. 

The  patient  was  dieted  and  placed  on  ^V  of  a  grain  of  pilocarpin 
night  and  morning,  with  a  phosphorous  acid  mixture  and  occasional 
doses  of  opium.  Under  this  regime  the  sugar  lessened,  falling  to 
about  0*5  to  1  per  cent.,  and  the  specific  gravity  to  1012 — 1016. 
This  condition  persisted  throughout,  and  with  it  the  thirst  greatly 
diminished. 

Four  weeks  after  admission  the  patient  suddenly  developed  an 
attack  of  subacute  rheumatic  fever,  the  knees  and  shoulders  being 
the  chief  seat  of  pain  and  swelling.  The  temperature,  which  had 
hitherto  only  been  occasionally  a  degree  above  the  normal,  and  most 
frequently  was  subnormal,  now  rose  on  the  17th  to  101°,  on  the 
18th  to  102°,  and  finally  on  the  23rd  reached  105°,  and  on  next  day 
the  patient  died.  There  seemed  to  be  no  sufficient  cause  for  such  a 
rise  in  the  rheumatic  attack,  which,  so  far  as  the  joint  affection 
was  concerned,  was  not  severe.  The  temperature  began  to  rise  on 
the  15th,  on  the  21st  the  patient  became  constantly  sick,  vomiting 
large  quantities  of  a  greenish  fluid  ;  a  small  bedsore  developed 
over  the  sacrum,  and  the  patient  became  slightly  delirious.  The 
vomiting  became  more  violent  the  next  day,  and  nothing  could  be 
retained  on  the  stomach.  Nutrient  eneraata  were  rejected.  The 
patient  then  became  drowsy,  with  slight  subsultus  and  contracted 
pupils,  the  drowsiness  gradually  increased,  and  the  man  died  coma- 
tose thirty-six  hours  later. 

When  the  rheumatic  pains  first  came  on  salicylate  of  soda  was 
given,  but  when  sickness  developed  this  was  stopped,  and  antipyrin 
given  in  occasional  doses,  with  an  effervescing  mixture  containing 
a  little  strychnia  every  few  hours. 

The  notes  of  the  autopsy  have  unfortunately  been  mislaid,  but  so 
far  as  I  remember  there  was  nothing  of  importance  found  except 
the  condition  of  the  suprarenal  capsules.  These  were  embedded 
in  dense  fibrous  tissue  by  which  they  were  bound  to  the  kidney  on 
either  side,  and  to  the  other  parts  about  them.  With  some  difficulty 
masses  were  dissected  out  which  had  the  appearance  of  the  capsules, 
and  stood  in  the  relation  which  they  held  towards  the  vessels  and 
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nerves  so  far  as  they  could  be  dissected  out  from  the  connective 
tissue  which  matted  all  these  parts  together. 

The  sections  show  no  trace  whatever  of  suprarenal  stmcture. 
Nothing  is  to  be  seen  except  a  massive  connective  tissue,  richly- 
supplied  with  blood-vessels.  These  I  take  to  be  the  branches  of 
the  suj)rarenal  arteries.  In  the  periphery  of  the  section  is  seen  the 
kidney  structure,  a  portion  of  which  I  removed  with  the  capsules, 
in  order  to  have  something  to  show  that  the  sections  were  made 
from  parts  where  the  capsules  ought  to  have  been. 

The  association  of  diabetes  with  Addison's  disease  is  not,  I 
suppose,  more  than  an  accidental  coincidence  in  this  case,  and  yet  it 
is  so  strange  as  to  be  worthy  of  record.  From  the  point  of  view  of 
Addison's  disease  the  case  is  also  interesting,  as  showing  that  the 
disease  mayprogress  even  to  the  complete  destruction  of  the  whole 
of  both  capsules,  and  yet  the  patient  survive  to  become  the  victim  of 
another  chronic  disease,  of  which  he  should  die. 

II.  Suprarenal  capsule  witJi  U7nisual  large  central  cavity,  resembling 
a  cyst,  prohahly  due  to  post-mortem  decomposition. — The  second 
specimen  of  suprarenals  which  I  show  is  taken  from  the  body  of  a 
Spanish  woman  who  was  in  the  last  stage  of  phthisis  on  admission 
into  the  hospital,  and  died  of  it  shortly  after.  On  examination  of  her 
body  I  was  struck  by  the  fact  that  though  she  was  extremely  dark 
skinned,  the  pigmentation  was  most  marked  from  the  breasts  to  the 
knees,  and  I  wondered  at  the  time  if  the  patient  had  also  disease  of 
the  suprarenal  cajDsules.  On  examining  them  after  death  I  found 
them  not  abnormal  in  external  appearance,  but  on  making  a  section 
of  them  they  each  contained  a  cavity  sufficient  to  hold  one  or  two 
drachms.  There  was  no  fluid  in  them  to  distend  them,  but  the  cavity 
was  distinct.  The  walls  of  the  cavity  presented  the  natural  appear- 
ance of  a  section  of  the  cortex  of  the  suprarenal,  and  on  microscopical 
examination  the  capsule  appeared  perfectly  normal.  I  suppose  the 
specimen  is  an  exaggerated  condition  of  post-mortem  decomposition, 
and  if  so  I  have  never  seen  any  other  specimen  in  which  the  cavity 
was  so  large.  At  any  I'ate,  the  normal  microscopical  appearances 
are  incompatible  with  Addison's  disease,  and  the  imusual  distribu- 
tion of  pigmentation  observed  during  life  must  have  been  accidental. 

November  bth,  1889. 
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VIII.   DISEASES,   ETC.,   OF   THE   SKIN. 

1.  Lupus  verrucosus  from  dorsum  of  hand.     {Card  specimen.) 
By  H.  Betham  Robinson. 

THE  specimen  was  removed  from  a  tall,  healthy-looking  man  of 
31.  The  disease  first  appeared  twelve  months  before  coming 
to  the  hospital.  The  patient  made  no  comjilaint  of  ill-health  ;  he 
did  not  show  auy  signs  of  tubercle.  There  were  no  similar  patches 
elsewhere.     There  was  a  marked  family  history  of  tubercle. 

On  the  dorsum  of  the  right  hand  was  a  circular  patch  about 
3  inches  in  diameter.  In  the  centre  it  was  of  a  bluish  colour 
and  composed  of  cicatricial  tissue,  but  at  the  margin  it  was  raised 
and  redder,  the  edge  being  studded  with  rounded,  warty-like  firm 
nodules,  several  of  which  were  pedunculated.  There  was  ulceration 
on  the  patch. 

The  part  at  the  edge  was  thoroughly  scraped,  and  sections  were 
cut  of  the  larger  pieces. 

Histologically  there  is  seen  to  be  a  stratified  epithelium  cover- 
ing the  free  surface  of  the  section,  but  the  thickness  of  this  epi- 
thelial layer  varies  considerably,  at  several  spots  the  papillary 
layer  coming  almost  to  the  surface,  whilst  at  others  there  are  ex- 
tensive prolongations  downwards  into  the  subepithelial  tissue. 
Most  of  the  papillae  are  infiltrated  with  small  round  cells,  which 
infiltration  is  continued  down  into  the  dermis,  and  in  a  few  places 
into  the  epithelial  layer.  Scattered  through  this  granulation 
tissue  are  to  be  found  giant-cells,  but  there  is  a  marked  absence  of 
arrangement  in  tubercles.  The  pedunculated  processes  show  the 
same  structure  as  the  rest  of  the  section.  The  sections  were  not 
stained. 

The  case  agrees  almost  exactly  with  those  described  by  Mr. 
Shattock  in  vol.  xxxviii  of  the  'Transactions,'  p.  410,  and  by 
Mr.  Eve  in  vol.  xxxix  (Case  3,  p.  369).     I  have  called  the  sj)ocimen 
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from  its  clinical  appearance  "  Lupus  verrucosus,"  but  fi'om  its 
histological  character,  from  the  situation  of  the  lesion  (lupus 
being  I'are  on  the  hands  and  feet),  and  from  the  well-marked 
family  history  of  tubercle,  it  may  be  considered  to  be  one  of  tuber- 
culosis of  the  skin.  February  MJi,  1890. 


2.  Sebaceous  tumour  of  the  scalp.     {Card  specimen.) 

By  H.  Betham  Robinson. 

fllHis  little  tumour,  which  measured  about  one  1  inch  by  ^  an 
X  inch,  was  removed  from  the  temporal  region  of  the  scalp  of  a 
man  aged  25.  It  had  been  present  for  some  months,  and  projected 
a  little  above  the  surface  of  the  scalj).  In  close  relation  with  it 
was  a  linear  cicatrix  due  to  a  cut  on  the  head  about  two  years 
before. 

Microscopically  there  is  seen  to  be  a  localised  hypertrophy  of 
the  sebaceous  glands.  These  communicate  with  the  surface  by 
large  ducts. 

It  is  difficult  to  see  what  has  been  the  origin  of  this  local  in- 
crease in  size ;  that  the  cicatrix  has  had  any  share  in  it  seems 
very  improbable. 

It  cannot  be  called  a  sebaceous  adenoma,  as  the  gland  enlarge- 
ment is  not  encapsuled.  Of  similar  specimens  I  can  find  no 
record.  May  6th,  1890. 


3.   Calcifying  adenoma  of  the  skin. 

By  J.  Hutchinson,  jun. 

[With  Plate  V,  figs.  2  and  3.] 

HIS  little  tumour  was  obtained  from  the  forearm  of  an  elderly 
man ;  it  had  existed  a  few  years,  and  was  thought  to  be  in- 
creasing in  size.     In  its  greatest  diameter  it  measured  about  §  of  an 
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inch,  and  was  somewhat  flattened,  the  skin  over  it  being  slightly 
raised  and  discoloured.  The  tumour  mainly  lay  in  the  fatty  subcu- 
taneous region.  There  was  no  history  of  any  previous  sebaceous 
cyst,  nor  was  it  probable  from  the  microscopical  examination  that 
such  had  been  its  origin,  as  there  was  no  capsule  to  the  tumour. 
The  tumour  was  as  hard  as  bone,  but  after  thorough  decalcification 
satisfactory  sections  could  be  obtained  and  prepared  with  hsema- 
toxyliu,  &c.  It  was  then  seen  to  be  composed  of  compressed  and 
calcified  gland-lobules,  containing  spheroidal  or  polygonal  cells, 
smaller  than,  but  like  those  met  with  in  a  sebaceous  gland.  Be- 
tween the  lobules  were  bands  of  fibrous  tissue  containing  calcareous 
granules,  and  a  few  calcareous  or  bone-like  plates.  At  various 
parts  adjoining  the  lobules  were  found  multinucleated  giant-cells, 
similar  to  those  met  with  in  developing  bone.  The  structure  sug- 
gested an  adenoma  of  sebaceous  structure  which  had  calcified  as  it 
grew.  It  should,  however,  be  noted  that  (as  pointed  out  by  Dr. 
S.  Mackenzie)  several  of  the  small  arteries  in  the  tumour  presented 
extremely  thick  walls,  some  being  almost  obliterated,  and  it  is 
possible  the  calcification  was  a  late  degenerative  pi'ocess.  M. 
Malherbe,  of  Lyons,  first  described  these  curious  tumours  of  the 
skin  under  the  title  of  "  calcifying  epithelioma  "  in  the  '  Transac- 
tions '  of  the  International  Medical  Congress  (1881).  He  de- 
scribed twelve  cases,  and  Mr.  Eve  has  reported  one  in  our  '  Trans- 
actions '  (vol.  xxxiii,  p.  335)  under  the  head  of  "  Adenoma  of  the 
Cutaneous  Glands  partially  calcified."  In  this  case  a  small 
tumour  had  been  noticed  in  the  skin  of  the  back  of  a  young  man 
for  six  years.  The  structure  was  similar  to  that  found  in  my  case. 
The  fact  that  in  two  or  three  recorded  cases  the  tumour  has  started 
during  childhood  or  early  life  is  certainly  against  the  calcification 
being  due  to  senile  or  degenerative  changes. 

It  is  undesirable  to  apply  the  name  epithelioma  to  these  growths, 
since  their  course  is  very  slow  and  perfectly  benign. 

A^ml  I5th,  1890. 


IX.   MORBID  GROWTHS. 

1.  A  cyst  of  doubtful  nature  removed  from  the  groin  of  a  woman. 

By  Richard  Barwell,  F.E.C.S. 

ON  the  2nd  August,  1889,  Mrs.  M — ,  aged  54,  was  sent  to  me  by 
Dr.  Hughes,  of  Deal,  with  the  following  history. 

Six  years  ago  she  had  run  very  fast,  and  in  the  evening  felt  pain 
of  a  bearing-down  character,  chiefly  in  the  bowel  and  on  the  right 
side  of  the  lower  part  of  the  a,bdomen.  On  undressing  for  bed  she 
found  a  small  lump,  whose  dimensions  she  could  not  define  in  the 
i-ight  groin.  She  consulted  the  late  Dr.  Willshire,  who  told  her  it 
was  the  size  of  an  almond,  and  was  an  enlarged  gland  connected 
with  a  uterine  tumour.  Another  obstetrician  saw  it  four  years  ago, 
but  appears  to  have  given  no  decided  diagnosis,  though  he  inclined 
to  the  belief  that  it  was  hernia  of  the  ovary. 

Mrs.  M —  complained  that  this  tumour  gave  her  very  consider- 
able pain,  not  so  much  at  the  spot  as  running  down  the  inner  side 
of  the  thigh  and  upward  toward  the  spine  of  the  ilium  ;  that  in 
consequence  she  could  not  walk  without  great  pain  and  discomfort. 
It  is,  however,  to  be  noted  that  the  patient  is  very  neurotic. 

On  examination  I  found,  in  the  situation  of  a  right  femoral 
hernia,  a  globular  or  slightly  ovoid  tumour  the  size  of  a  Tangerine 
orange;  it  was  tense  and  obscurely  fluctuating  ;  it  had  no  impulse 
on  coughing,  nor  did  pressure  and  recumbency  diminish  its  size  ;  it 
was  perfectly  dull  to  percussion.  The  patient  said  she  sometimes 
felt  a  slight  gurgling  in  it.^  There  was  no  disease  of  vertebrae. 
The  uterus  lay  a  little  low,  and  was  hardly  as  much  atrophied  as  is 
usual  in  women  of  that  age  ;  it  was  healthy  and  free  of  tumour. 
The  inguinal  glands  were  not  perceptibly  enlarged . 

'  The  habitually  neurotic  state  of  the  patient  throws  some  doubt  on  her 
account  of  several  obscure  sensations. 
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I  wrote  to  Di\  Hughes  that  I  believed  tlie  tumour  to  be  a  cyst, 
tliougli  of  iudetermiuate  nature  ;  moreover,  that  it  was  not  possible 
to  diagnose  with  certainty  between  that  condition  and  a  firmly 
incarcerated  hernia ;  but  advised  cautiously  cutting  down  upon  it 
and  then  proceeding  according  to  the  facts  so  ascertained.  Dr. 
Hughes  agreed  Avith  this  view,  and  the  patient  readily  assented. 

August  10th. — She  came  into  Miss  Pollock's  Hospital  yesterday, 
and  I  thought  I  felt  a  very  slight  imj)ulse  on  coughing  ;  if  so  it  was 
barely  perceptible.  On  the  above  date  I  operated  under  all  anti- 
septic precautions  (except  the  spray).  Having  carefully  cut  through 
the  skin,  there  became  evident,  shining  through  the  undivided 
subcutaneous  layer  of  superficial  fascia,  a  pearl-grey  translucent 
appearance  that  warned  me  of  the  close  proximity  of  a  cyst- wall. 
This  layer  was  divided  on  a  director ;  a  gland  (not  enlarged)  lying 
below  the  tumour  was  removed.  The  deeper  layer  of  superficial 
fascia  was  not  very  firmly  adherent  to  the  cyst- wall ;  it  was  much 
thinned,  and  in  places  a^jpeared  to  have  been  absorbed.  By  careful 
dissection  I  was  able  completely  to  isolate  the  cyst  without  punctur- 
ing it,  and  found  it  to  have  a  pedicle  about  the  size  of  a  cedar  pencil, 
which  passed  deeply,  apparently  through  an  ojiening  in  the  cribri- 
form fascia ;  it  was  of  the  size  above  specified ;  to  transmitted  light 
it  was  a  well-marked  rose  colour,  to  reflected  light  a  pearly-grey  hue. 

Having  ascertained  that  neither  tumour  nor  pedicle  contained 
intestine  or  omentum,  I  tied  the  latter  at  its  exit  from  the  open- 
ing in  the  fascia  lata  witli  silk  that  had  been  several  years  in  carbolic 
acid,  and  removed  the  whole  cyst,  which  being  placed  in  a  bowl 
emptied  itself,  through  the  opening  left  by  its  severance  from  the 
pedicle,  of  an  orange-coloured  fluid  which,  when  it  cooled,  con- 
gealed into  a  soft  jelly.  The  patient  did  perfectly  well,  and  left 
Town  in  eight  days. 

The  interest  of  this  case  depends  on  the  situation  and  nature  of 
the  cyst,  which  I  have  handed  round.  Of  course  it  is  now  much 
smaller  than  when  tense  with  contained  fluid,  which  measured 
fourteen  drachms  (about  half  a  drachm  escaped  as  I  divided  the 
pedicle).  To  the  microscope  it  exhibited  only  copious  normal  epithe- 
lial cells ;  on  boiling  became  almost  solid.  The  wall  also,  partly 
owing  to  that  distension,  was  very  much  thinner  and  more  translu- 
cent than  since  it  has  been  in  spirit. 

The  question  arises  as  to  whether  this  was  an  old  and  deserted 
hernial  sac,  or  whether  it  was  a  cvst  of  new  formation.     In  favour 
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of  the  former  view  may  be  cited  its  history.  It  might  be  that 
when  Mrs.  M —  ran  so  quickly  a  small  knuckle  of  intestine  pushed 
before  it  a  sac,  which,  the  bowel  receding,  remained  as  a  cyst,  still 
communicating  with  the  peritoneal  cavity  by  a  tubular  pedicle. 

But  then  how  to  account  for  its  very  shallow  position,  imme- 
diately beneath  the  outer  layer  of  superficial  fascia,  visible,  be  it 
remembered,  as  soon  as  the  skin  was  divided  ?  It  need  hardly  be 
pointed  out  that  a  hernial  sac  possesses  several  more  coverings, 
which  are  not  absorbed,  but,  on  the  contrary,  thickened  by  the  pres- 
sure of  the  protruded  part.  Being  uncertain  as  to  the  meaning  of 
the  tubular  pedicle,  I  sought  for  any  possible  deeper  part  of  the 
tunrour,  thinking  it  might  be  a  cyst  of  hour-glass  form,  the  pedi- 
cle due  to  constriction  by  an  opening  in  the  cribriform  fascia. 
Nothing,  however,  was  found. 

Since  I  have  in  many  years'  operative  experience  seen  no  case 
exactly  resembling  this,  it  aj)23eared  to  me  that  it  might  be  of 
interest  to  the  Society  both  in  a  pathological  and  diagnostic  point 
of  view.  November  5th,  1889. 

Rejport  on  M.  BarwelVs  specimen  of  cyst  removed  from  Scarpa's 
triangle. — As  described  by  M.  Barwell,  the  specimen  is  a  thin- 
walled  cyst,  the  upper  end  of  which  is  prolonged  into  a  narrow 
neck.  That  the  upper  extremity  of  the  cyst  had  not  been  reached 
was  shown  by  the  escape  of  fluid  on  dividing  below  the  ligature. 
The  anatomical  relations  as  detailed  by  the  author  point  to  the 
origin  of  the  cyst  in  the  sac  of  a  femoral  hernia.  In  most  cases  a 
piece  of  omentum  is  found  adherent  to  or  plugging  the  neck  of  the 
sac,  while  in  others  the  neck  appears  to  close  spontaneously.  In  the 
present  specimen  there  is  no  omental  fat  to  be  found,  though  there 
is  a  little  subperitoneal  fat  covering  the  neck.  It  is  jjossible  that 
the  omental  plug,  being  very  small,  did  not  reach  low  enough  down 
to  be  observable.  As  to  the  author's  hesitation  in  accepting  the 
hernial  origin  of  this  cyst,  owing  to  its  superficial  position,  we 
would  poiut  out  that  such  cysts  containing  omentum  are  some- 
times quite  translucent,  and  that  the  absence  of  the  thickened  fat 
commonly  found  in  femoral  hemiae  is  not  improbably  due  to  the 
absence  of  the  constantly  recurring  irritation  produced  by  a  de- 
scending bowel.  Having  once  formed,  these  cysts  appear  to  in- 
crease in  the  same  way  as  any  other  serous  cyst.  The  largest  with 
which  we  are  acquainted  is  that  recorded  by  Mr.  Langtou  in  the 
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'  St.  Bartholomew's  Hospital  Reports,'  vol.  x.  We  tliiuk  the 
hernial  origin  of  this  cyst  is  in  accord  with  the  anatomical 
characters  described  by  Mr.  Barwell,  and  with  clinical  experience. 

C.  J.  Stmonds. 

Anthony  A.  Bowlby. 

Seymour  J.  Sharkey. 


2.  Sublingual  dermoid.     {Card  specimeji.) 

By  Raymond  Johnson,  M.B. 

fpHE  specimen  is  a  thin-walJed  cyst  having  the  size  and  shape  of 
X  a  pheasant's  e^^.  Its  contents  are  pultaceous,  and  consist  of 
epithelial  scales  and  fat-granules ;  no  cholesterine  crystals.  The 
wall  consists  of  connective  tissue,  and  is  lined  by  a  regular  stratified 
epithelium,  the  arrangement  of  which  is  that  of  normal  skin.  There 
is  no  attempt  at  the  formation  of  papillae,  and  the  appendages  are 
represented  only  by  small  sebaceous  glands. 

The  cyst  was  removed  at  University  College  Hospital  by  Mr. 
Beck  from  a  girl  aged  17  years,  who  had  noticed  a  swelling  in 
the  floor  of  the  mouth  for  eighteen  mouths.  It  lay  beneath  the 
mucous  membrane  in  the  middle  line,  and  formed  a  considerable 
external  swelling  between  tbe  lower  jaw  and  the  hyoid  bone. 

It  was  removed  through  a  median  incision  in  the  floor  of  the 
mouth. 

The  specimen  is  an  example  of  the  central  variety  of  lingual 
dermoids.  Such  cysts  are  beheved  to  arise  as  retention  cysts  in 
the  part  of  the  thyro-hyoid  duct  above  the  hyoid  bone. 

January  7th,  1890. 
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3.  Dermoid  cyst  of  the  pinna.     {Card  specimen.) 
By  H.  Betham  Robinson. 

THIS  cyst  was  removed  from  a  girl  aged  20.  It  was  first  noticed 
as  a  small  luBip  at  the  age  of  nine,  and  it  had  remained  in  the 
same  condition  until  a  few  months  ago,  when  it  rapidly  increased 
in  size.     There  was  no  pain  or  inconvenience  from  it. 

The  swelling  was  situated  just  behind  the  upper  part  of  the 
right  pinna,  but  the  latter  was  not  pushed  forwards  and  was  per- 
fectly formed. 

On  removing  the  cyst  it  was  found  to  be  in  close  relation  with 
the  bone  beneath  the  deep  fascia,  but  there  was  no  depression  in 
the  bone.  It  was  the  size  of  a  large  walnut.  On  opening  it  a 
clear  brownish  fluid  was  evacuated  except  just  at  the  end,  where 
some  epithelial  debris  showed  itself.  The  surface  was  like  that  of 
a  mucous  membrane  except  for  one  small  patch  of  true  skin.  There 
was  a  coiled  tuft  of  fair  hair  about  6  inches  long  in  the  interior 
of  the  cyst ;  the  hairs  were  mostly  springing  from  the  skin  patch, 
but  there  were  a  few  small  ones  scattered  over  the  rest  of  the  sur- 
face. The  appearance  of  the  cyst  lining  at  once  suggested  a  like- 
ness to  the  cysts  met  with  in  connection  with  the  visceral  clefts. 
The  cyst  had  arisen  in  connection  with  the  formation  of  the  pinna, 
which  has  been  shown  by  His  to  arise  from  six  tubercles  sur- 
rounding the  posterior  extremity  of  the  hyomandibular  cleft. 

May  eth,  1890. 


4.  Dermoid  cyst  of  forehead.     (Card  specimen.) 
By  H.  Betham  Robinson. 

THE  cyst  described  below  was  removed  from  the  forehead  of  a 
man  aged  35.  It  had  been  noticed  for  several  years,  but  he 
did  not  know  if  it  had  existed  since  birth.  His  attention  had 
been  drawn  to  it  owing  to  the  brim  of  his  hat  pressing  on  the  swell- 
ing and  causing  him  pain. 
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The  cyst  was  situated  over  the  inid-frontal  suture  ;  the  skin  was 
freely  moveable  over  it,  and  the  swelling  itself  seemed  free  from 
the  deep  tissues.     There  was  no  scar  on  the  forehead  in  this  region. 

It  was  very  easily  shelled  out  from  its  bed  of  loose  connective 
tissue  ;  there  was  no  attachment  to  tlie  bone.  It  proved  to  be  a 
cyst  about  the  size  of  a  marble  with  firm  walls,  which  appeared 
almost  cartilaginous  on  section.  The  interior  was  irregular,  and 
filled  with  a  whitish  pasty  material ;  on  the  outer  side  was  loose 
connective  tissue. 

Microscopically  there  is  to  be  seen  on  the  outside  firm  connec- 
tive tissue,  lined  on  its  inner  side  by  a  stratified  epithelium  which 
varies  considerably  in  thickness  :  in  some  spots  there  are  well-marked 
prolongations  of  epithelium  into  the  interior.  The  outer  cells  of 
this  epithelial  layer  are  columnar  with  large  nuclei,  and  arranged 
at  right  angles  to  the  connective  tissue  beneath.  These  epithelial 
cells  as  they  pass  inwards  become  flattened  and  more  separated, 
and  pass  abruptly  into  a  tissue  which  does  not  take  the  haematoxyliu 
stain.  Next  to  the  epithelium  this  appears  to  be  somewhat  fibril- 
lated,  but  in  the  interior  of  the  cyst  it  is  much  softer,  becoming  the 
pasty  matter  mentioned  above,  and  is  seen  in  several  jilaces  to  be 
made  up  of  loose  concentric  globes.  In  the  eijithelial  layer  itself 
several  of  these  epithelial  globes  are  to  be  met  with  unstained. 
There  are  no  hairs  or  glands  to  be  detected  in  any  of  the  sections. 
This  material  in  the  interior  of  the  cyst  ajjpeared  to  be  evidently 
a  derivative  of  the  epithelial  lining.  There  are  a  few  cholesterin 
crystals  to  be  seen,  and  there  is  slight  evidence  of  calcareous  for- 
mation. 

The  cyst  both  clinically  and  pathologically  belongs  to  the  group 
of  "  dermoids."  There  is  no  evidence  from  the  history  that  it 
owes  its  origin  to  "  implantation  "  of  epithelial  elements  into  the 
deeper  tissues,  as  occurs  in  the  fingers ;  and  from  its  position, 
although  from  the  patient's  account  it  does  not  appear  to  have 
existed  from  birth,  it  has  no  doubt  been  included  during  the  closure 
of  the  mid-frontal  suture. 

Its  non-attachment  to  the  skin  and  the  histology  of  its  lining 
membrane  exclude  it  from  sebaceous  cysts.  Billroth  ('  Surg. 
Pathology,'  Lect.  xlix),  si>eakiug  of  sebaceous  cysts,  says,  "Tumours 
of  this  sort,  especially  those  that  are  congenital,  on  the  forehead, 
temples,  and  face,  are  filled  with  a  milky  or  light  yellow  pulp, 
which  under  the  microscope  shows  little  besides  epidermis  scales 
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and  crystals  of  cholesteriu.  Tliis  form  is  called  "  Cholesteatoma." 
The  sacs  of  these  cysts  are  usually  thin  and  composed  of  connective 
tissue ;  their  inner  surface  is  usually  distinctly  bounded  by  the 
rete  Malpighii,  and  is  wavy  or  elevated  into  papillae.  I  have  found 
no  other  resemblance  to  cutis  in  these  sacs,  but  others  have  found 
hairs  and  sweat-glands.  The  contents  of  these  cysts  sometimes 
become  calcareous." 

The  cyst  described  above  belongs,  then,  to  Billroth's  group  of 
cholesteatoma,  but  this  name  is  a  bad  one  owing  to  its  varied 
application.  Ziegler  applies  it  to  quite  a  different  class  of  tumours, 
the  endotheliomata  arising  from  the  pia  mater  and  showing  "pearl- 
like" bodies. 

No  confusion  can  arise,  then,  if  the  simple  term  of  "  dermoid  "  is 
applied  to  the  above  cyst.  A^ril  1st,  1890. 


5.  Dermoid  cyst  attached  to  the  front  of  the  pericardium.     [Card 

specimen.) 

By  W.  Hale  White,  M.D. 

THE  specimen  consists  of  a  dermoid  cyst  about  the  size  of  a  large 
Tangerine  orange.  It  was  attached  to  the  anterior  and  right 
surface  of  the  pericardium,  and  by  a  few  adhesions  to  tbe  right 
lung.  It  was  filled  with  dirty  yellowish  fluid  containing  choles- 
terin  and  oil  globules.  There  was  also  a  large  quantity  of  solid 
sebaceous  material,  and  some  hairs  which  seemed  to  be  loosely 
attached  to  the  interior  of  the  cyst.  May  20fh,  1890. 
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6.  Three  cases  of  coccygeal  cysts. 
By  Anthony  A.  Bowlbt. 

CASE  1. — A  female  cliild,  aged  3  weeks,  .was  admitted  into 
St.  Bai-tholomew's  Hospital  under  the  care  of  Mr.  Willett  on 
January  27th,  1888.  The  doctor  who  had  delivered  the  child 
stated  that  a  large  swelling  was  noticed  directly  after  birth  in  the 
gluteal  region,  pushing  the  anus  forwards,  and  displacing  it  to  a 
considerable  extent.  The  swelling  was  covered  by  congested  skin, 
and  the  tension  was  so  great  that  a  few  days  later  the  cvst  was 
tapped.  Before  tapping  its  circumference  was  16f  inches,  and 
by  the  evacuation  of  the  fluid  this  was  reduced  to  14^  inches.  As  the 
cyst  again  filled  it  was  again  tapped  a  few  days  later.  On  each 
occasion  some  reddish  fluid  was  withdrawn. 

On  admission  into  hospital  the  patient  was  found  to  be  well 
nourished  and  healthy.  An  enoraious  tumour  as  large  as  the 
child's  head  grew  in  the  gluteal  region,  and  was  chiefly  placed  on 
the  right  buttock.  It  extended  downwards,  so  that  it  hung  as  a 
large  pendulous  growth  between  the  thighs.  The  anus  was  so  dis- 
placed as  to  present  forwards,  immediately  below  the  vulva,  and 
both  these  oiifices  looked  like  apertures  on  the  anterior  aspect  of 
the  growth.  The  tumour  was  attached  to  the  sacral  and  coccygeal 
regions,  and  examination  per  rectum  revealed  an  extension  of  the 
growth  into  the  pelvis.  The  tumour  was  tense,  covered  by  normal 
skin,  readily  fluctuated,  and  measured  14|  inches  in  circumference. 
There  was  no  associated  paralysis  or  deformity.  Where  the  cyst 
was  attached  to  the  pelvis  irregular  lumpy  masses  of  solid  growth 
could  be  easily  felt. 

On  January  28th  the  cyst  was  tapped,  and  4^  oz.  of  fluid  were 
evacuated,  but  the  cyst  was  not  completely  emptied.  On  January 
30th  the  cyst  was  aspirated,  and  13  oz.  of  fluid  were  withdrawn. 
The  cyst  refilled,  and  on  February  6th  it  was  again  evacuated, 
13  oz.  of  fluid  being  again  removed,  and  1  dr.  of  Morton's  iodine 
solution  being  injected.  From  this  time  the  child  became  ill.  It 
refused  food,  was  sick,  and  gradually  sank,  and  died  on  February 
10th.     The  fluid  which  which  was  withdrawn  was  red  and  a  little 
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viscid,  of  a  specific  gravity  of  1016,  and  contained  a  good  deal  of 
blood. 

On  post-mortem  examination  the  viscera  were  found  to  be  healthy. 
The  spine  and  pelvis  were  removed  entire,  and  were  subsequently 
dissected.  The  cyst  was  covered  by  normal  skin.  It  contained 
blood-stained,  sticky  fluid,  and  on  the  removal  of  this  a  mass  of 
soft,  shreddy,  and  friable  growth  was  exposed,  growing  into  the 
cavity  of  the  cyst,  and  springing  from  that  part  of  the  wall  where 
the  tumour  was  attached  to  the  pelvic  bones.  The  growth  was 
separated  into  numerous  pedunculated  masses  closely  resembling 
nasal  mucous  polypi. 

The  cyst-wall  was  for  the  most  part  thin,  but  at  its  attachment 
it  became  thick  and  fibrous,  and  was  closely  fixed  to  the  periosteum, 
covering  the  lateral  and  anterior  surfaces  of  the  sacrum  and  coccyx, 
as  well  as  to  the  posterior  surface  of  the  coccyx  and  the  ischia ;  a 
portion  of  the  growth  extended  into  the  pelvis  behind  the  rectum, 
but  was  not  closely  attached  in  this  situation,  although  it  was 
loosely  adherent  by  fibrous  tissue  to  the  rectal  wall.  The  coccyx 
was  tilted  backwards,  but  otherwise  the  spinal  column  w^as  normal. 

Microscopical  examination  showed  that  the  solid  intra-cystic 
growth  was  composed  of  connective  tissue  with  some  oval  and 
spindle  cells.  In  many  parts  the  tissue  was  arranged  in  a  finely 
fibrillated  meshwork  exactly  resembling  neuroglia  tissue.  There 
were  no  epithelial  cells  or  gland-tissue  of  any  kind. 

Considering  the  close  resemblance  of  the  tissue  to  neuroglia,  I 
had  fresh  sections  cut  and  stained  with  osmic  acid  and  various 
aniline  dyes,  and  further  examination  of  these  showed  embedded  in 
the  stroma  many  very  fine  tubes.  These  were  very  numerous  in 
some  parts  of  the  growth.  They  were  cylindrical  on  section,  with 
numerous  branches,  not  collected  into  bundles  nor  arranged  in  any 
definite  manner  in  the  stroma,  and  whilst  some  were  straight 
others  were  tortuous.  These  tubes  closely  resembled  nerve-tubules, 
although  they  were  considerably  smaller.  Each  had  a  definite, 
darkly  staining,  nucleated  wall,  and  a  clear  central  cavity,  but  no 
nodes  of  Ranvier  could  be  detected,  nor  were  any  axis-cylinders 
seen.  Their  walls  contained  no  muscle-fibre.  Their  nature  seems 
to  me  doubtful. 

Case  2. — Ada  L — ,  aged  3  days,  was  brought  to  me  at  the 
Metropolitan  Hospital  on  March  7th,  1888.  She  had  a  large 
swelling  in  the  left  gluteal  region  extending  to  the  margin  of  the 
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anus  and  the  perinaeum.  Tbe  tumour  was  smooth,  globular,  and 
covered  by  normal  skiu,  but  at  one  part  a  small  lobe  covered  by  very 
thin  skiu  extended  over  tbe  lateral  margin  of  tlie  coccyx.  The  tu- 
mour  was  nearly  as  large  as  the  child's  head,  and  measured  15 
inches  in  circumference  at  its  base. 


Woodcut  11. 


Drawing  of  cyst  from  the  case  of  Ada  L — , 


It  was  tense,  Ijut  not  extremely  so,  and  evidently  consisted  for 
the  most  part  of  Huid.  At  its  base,  liowever,  there  was  a  consider- 
able quantity  of  firm,  solid  growtli  attached  to  the  lateral  margins 
of  the  sacrum  and  coccyx.  Examination  per  rectum  revealed  the 
presence  of  a  considerable  mass  of  soft  elastic  growth  within  the 
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pelvis  situated  behind  the  rectum,  and  extending  as  far  as  the 
promontory  of  the  sacrum. 

The  spinal  column  was  well  formed  except  for  a  slight  tilting 
backwards  of  the  coccyx. 

There  was  no  associated  deformity  of  the  lower  extremities. 
Defsecation  and  micturition  were  normal. 

The  day  after  I  saw  the  child  the  tumour  burst  spontaneously 
at  the  small  lobe  covered  with  thin  skin  which  I  have  already 
mentioned.  It  discharged  for  an  hour  some  blood-stained  fluid, 
but  the  aperture  afterwards  healed,  and  three  days  later  the  growth 
was  as  large  as  ever.  I  did  not  consider  that  any  operative  interfer- 
ence was  indicated  at  the  time  I  saw  the  child,  and  beyond  protecting 
the  cyst  from  pressure  I  employed  no  treatment.  The  child  was 
kept  under  observation,  and  except  for  an  attack  of  bronchitis 
remained  in  good  health.  The  cyst  did  not  increase  in  size  at  all, 
and  evidently  gave  neither  pain  nor  inconvenience. 

When  the  child  was  a  year  old,  and  was  beginning  to  lead  a  more 
active  existence,  I  believed  that  the  time  had  come  to  make  some 
effort  to  deal  with  the  growth,  my  reason  being  that  it  was  ex- 
ceedingly thin- walled,  and  might  readily  be  ruptured  by  a  fall  or 
other  injury.  The  mother  also  was  very  anxious  that  something 
should  be  done.  The  extent  of  the  intra-jDelvic  growth  precluded 
all  attempts  at  complete  excision,  and  after  the  expei'ience  gained 
already  with  regard  to  injection  of  Morton's  fluid  I  was  not  in- 
clined to  adopt  that  method  of  treatment.  I  therefore  decided  to 
simply  aspirate  the  cyst  and  apply  firm  pressure  by  means  of 
strapping.  This  was  accordingly  done,  and  with  the  best  results. 
The  cyst  never  completely  refilled,  its  size  was  materially  diminished, 
its  tension  was  lessened,  and  all  fear  of  spontaneous  rupture  passed 
away.  The  fluid  which  was  withdrawn  was  sticky,  mucoid,  and 
blood-stained. 

Since  that  date  the  child  has  remained  in  good  health,  and  the 
cyst  has  further  shrunk. 

Case  3. — E.  L — ,  a  female  child  aged  6  months,  was  brought  to 
me  at  the  Metropolitan  Hospital  on  February  28th,  1890,  with  a 
tumour  in  the  gluteal  region  which  had  been  noticed  since  birth. 
The  mother  stated  that  the  tumour  had  not  increased  much  if  at 
all,  and  that  it  caused  the  child  no  pain.  Her  other  children 
were  healthy. 

The  child  was  well  nourished  and  strong.     Situated  in  the  right 
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gluteal  region  was  a  large  globular  tumour  measuring  12  inches 
in  circumference  at  its  base,  and  covered  by  normal  skin.  The 
tumour  was  situated  in  the  lower  part  of  the  gluteal  region,  and 
although  it  extended  into  close  proximity  with  the  anus  it  projected 
posteriorly  alone,  and  did  not  tend  to  displace  the  anus  forwards  or 
to  become  pendulous  between  the  thighs. 

The  outline  of  the  swelling  was  smooth  and  round,  and  the 
tumour  evidently  contained  fluid.  At  its  base,  however,  there  was 
a  good  deal  of  solid  growth  to  be  felt,  and  here  the  tumour  was 
attached  to  the  pelvic  bones.  Examination  per  rectum  showed 
that  no  growth  extended  into  the  pelvis.  March  18th,  1890. 

Report  hy  the  Morbid  Growths  Committee  on  Mr.  Bowlby's  first 
specimen  of  coccygeal  tumour. — As  it  appeared  to  us  important  to 
ascertain  precisely  the  relation  of  the  cyst  and  the  condition  of  the 
spinal  cord  and  meninges,  the  specimen,  since  its  exhibition,  has 
been  bisected. 

The  section  corroborates  Mr.  Bowlby's  account  of  its  relations. 
The  upper  part  of  the  tumour  lies  between  the  rectum  and  the 
coccyx  and  lower  part  of  the  sacrum ;  the  apex  of  the  coccyx  is 
overlapped  on  the  posterior  asjiect  to  a  very  slight  extent.  The 
section  shows  in  addition,  however,  that  the  spinal  cord  terminates 
naturally,  and  that  the  strands  of  the  cauda  equina  and  the 
meninges  are  normal.  No  connection,  in  short,  is  traceable  between 
these  parts  and  the  gro"wth. 

We  have  carefully  examined  the  microscopic  sections  of  the 
solid  portion  of  the  growth  submitted  to  us.  The  system  of 
tubular  structures  which  so  abundantly  traverse  the  tissue  we  have 
no  hesitation  in  pronouncing  to  be  blood-vessels,  for  the  larger  and 
many  of  the  smaller  are  filled  with  red  blood-discs,  though  these 
are  for  the  most  part  so  faintly  coloured  as  to  be  with  difficulty 
recognisable. 

The  intervening  tissue  is  of  the  connective  kind,  without  any 
trace  of  gland  or  gland-like  structures,  or  of  nerve-fibres  or  nerve- 
cells.  In  the  sections  examined  by  us  it  consists  of  granular 
nucleated  cells  with  very  little  substance  between  ;  we  are  not  sure 
how  far  the  granular  condition  is  due  to  imperfect  preservation ; 
and  there  are  no  connective-tissue  fibres  traversing  it.  Where  the 
cells  can  be  seen  more  or  less  apart  they  have  angular  outlines  and 
fine  offsets,  and  on  comparing  it  with  sections  of  a  typical  glioma 
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of  the  brain  in  our  possession,  the  resemblance  is  so  close  that  we 
must  consider  the  growth  in  question  to  be  a  glioma. 

With  this  view  its  vascularity  and  the  absence  of  ordinary 
connective  tissue  fibres  accord;  and  although  the  absence  of  gland- 
tissue  shows  that  the  tissue  has  not  originated  in  connection  with 
the  enteric  segment  of  the  neurenteric  canal,  we  cannot  help  thinking, 
from  its  relation  to  the  coccyx,  its  high  vascularity,  and  the  struc- 
ture described,  that  it  may  have  arisen  in  connection  with  the  neural 
side  of  the  canal  mentioned. 

Robert  William  Parkek. 

Samuel  G.  Shattock. 

Seymour  J.  Sharkey,  Chairman. 


7.  Diffuse  pseudo-lipoma :  with  analytical  summary  of  thirty- 
two  cases  and  remarks. 

By  W.  EoGER  Williams. 

[With  Plate  XIX.] 

NEARLY  all  that  is  known  of  the  disease  I  am  about  to  describe 
is  of  comparatively  recent  origin. 

It  need  not  be  supposed  on  this  account  that  we  have  to  do  with 
a  new  morbid  condition.  The  disease  is  probably  of  respectable 
antiquity,  as  old  at  least  as  the  habit  of  drinking  large  quantities 
of  malt  liquors  and  spirits ;  but,  being  of  rather  rare  occurrence, 
and  without  a  place  in  the  prevalent  classifications,  it  has  been 
overlooked.  The  history  of  all  discoveries  teems  with  analogous 
instances. 

The  first  who  clearly  recognised  the  disease,  so  far  as  I  know, 
was  Sir  Benjamin  Brodie  (1),  who  in  1846  published  a  most  faithful 
and  graphic  description  of  a  typical  case  in  his  classical  '  Lectures 
on  Pathology  and  Surgery.' 

Brodie's  excellent  description  was  soon  forgotten,  and  it  was 
more  than  thirty  years  before  the  disease  was  rediscovered. 

At  length,  in  1878,  Gregory  (3)  recorded  a  perfectly  tyj^ical  case. 
In  the  same  year  Wolfler  (4)  published  an  account  of  an  enormous 
lipoma  of  the  back,  which  evidently  belongs  to  this  category. 

19 
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In  1879  Mr.  Morrant  Baker  (5)  described  a  typical  case  in  the 
'  Transactions '  of  this  Society,  although  at  the  time  he  believed 
he  had  to  do  with  lymphadenomatous  disease. 

I  can  find  no  mention  of  other  cases  until  1882,  when  Mr. 
Glutton  (6)  reported  a  typical  example.  In  this  year  I  (7)  reported 
a  case  in  the  '  Middlesex  Hospital  Surgical  Reports,'  and  another 
in  the  following  year. 

In  1884  Sir  William  Mac  Cormac's  (8)  well-known  essay  appeared, 
which  was  followed  in  1886  by  Messrs.  Baker  and  Bowlby's  (10)  im- 
portant hrochure.     Several  other  cases  have  since  been  reported. 

The  following  hihliographical  indications  may  be  found  useful : 

(1)  Broclie,  Sir  B.—'  Lect.  on  Path,  and  Surgery,'  1846,  p.  275. 

(2)  Robert  et  Amussat. — '  L'Union  Med.,'  Mai,  1851. 

(3)  Gregory.—'  Lancet,'  vol.  i,  1878,  p.  99. 

(4)  Woljler.—'  Wiener  med.  Woch.,'  Marz  16,  1878. 

(5)  Baker,  Jf.— 'Trans.  Path.  Soc.  Lond.,'  vol.  xxx  (1879), p.  417. 

(6)  autton,  H.—'  St.  Thomas's  Hosp.  Eep.,'  vol.  xi  (1882),  p.  54. 

(7)  Williams,  W.  Roger.—'  Middlesex  Hosp.  Surg.  Rep.,'  1882, 
p.  183  ;  and  1883,  p.  392. 

(8)  Mac  Cormac,  Sir  W. — *  St.  Thomas's  Hosp.  Rep.,'  vol.  xiii 
(1884),  p.  287. 

(9)  Hutchinson,  /.—'Brit.  Med.  Journ.,'  vol.  i,  1883,  p.  623; 
also  'Trans.  Ophth.  Soc.,'  vol.  iv,  p.  36. 

(10)  BaJcer,  M.,  and  Bowlby,  A. — '  Med.-Chir.  Trans,'  vol.  Ixix 
(1886),  p.  41. 

(11)  Fowler,  J.  K.—'  Trans.  Med.  Soc.  Lond.,'  1886,  p.  87. 

(12)  Madelung.—'  Cent.  f.  Chir.,'  No.  44,  1886. 

(13)  Sibley,  W.  K.—'  Trans.  Path.  Soc.  Lond.,'  1888,  p.  293. 

(14)  Goxdd,  A.  P.— 'Lancet,'  vol.  i,  1889,  p.  631. 

(15)  Huckins,  Dr.—'  New  York  Med.  Record,'  vol.  i,  1889,  p.  487. 
I  will  now  give  a  brief  account  of  four  new  cases  that  have 

come  under  my  own  notice. 

The  first  case  I  have  to  relate  refers  to  the  man  exhibited  this 
evening.  It  would  be  impossible  to  find  a  more  typical  example 
of  the  disease.  The  patient,  a  short,  well-nourished,  fairish  man, 
aged  40,  enjoying  good  health,  presents  in  a  marked  degree  that 
very  grotesque  appearance  noticed  by  Brodie  in  his  case.  This  is 
caused  by  an  enormous  fatty  swelling  which  completely  surrounds 
the  neck,  presenting  in  front  and  behind  huge  pendulous  masses. 
The  mass  in  front  of  the  neck  {vide  Plate  XIX)  forms  an  immense 


DESCRIPTION  OF  PLATE  XIX. 

lllustratim;  Mr.   Roger  Williams'    communication   on    Diffuse 
Pseudo-lipoma.     (Page  289.) 

The  photograph  represents  the  condition  of  the  patient  described 
under  Case  1. 


Trans.  Path.  Soc.   Vol.  XLI.  PI.  XIX. 
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"  double  chin,"  reaching  nearly  as  far  down  as  the  middle  of  the 
sternum.  A  large  fold  of  similar  nature  is  prolonged  from  it 
round  each  side  of  the  neck,  the  adjacent  parts  of  both  cheeks 
being  slightly  encroached  upon.  At  the  back  of  the  neck  are  two 
very  large  pendulous  masses,  each  partially  subdivided  into  two 
equal  halves  along  the  median  vertical  line  of  the  body.  The 
Tipper  mass  occupies  the  suboccipital  and  upper  cervical  regions. 
The  lower  one,  which  is  the  more  subdivided,  forms  two  large  pen- 
dulous swellings,  which  reach  nearly  as  low  as  the  spine  of  the 
scapula.  These  masses  feel  firm  and  lobulated ;  they  cause  slight 
difl&eulty  in  breathing  at  night  and  during  exertion.  Immediately 
external  to  these  tumours  is  a  small  isolated  lump  situated  over 
the  middle  of  the  spine  of  the  scapula  on  each  side.  The  skin 
over  the  largest  of  these  masses  is  rather  redder  than  usual,  but  it 
is  not  othenvise  abnormal. 

Besides  these,  numerous  other  symmetrical  fatty  swellings  are 
present,  most  of  them  on  the  dorsal  aspect  of  the  trunk.  Thus 
on  each  side  of  the  vertebral  spinous  processes,  below  the  level 
of  the  inferior  angle  of  the  scapula,  there  are  more  than  half  a 
dozen  pairs  of  such  swellings,  varying  in  size  from  a  lady's  watch 
to  half  an  orange.  These  cease  abruptly  at  the  level  of  the  lumbo- 
sacral articulation.  The  dorso-lateral  aspect  of  each  loin  is  also 
occupied  by  a  large  diffuse  swelling. 

Both  upper  limbs  are  similarly  affected.  Thus  there  are  large 
tumours  at  the  upper  and  inner  part  of  the  back  of  each  arm,  at 
the  bend  of  each  elbow,  along  the  flexor  aspect  of  each  forearm, 
and  at  the  dorsal  aspect  of  the  web  between  the  thumb  and  index 
finger  of  each  hand. 

Similar  swellings  occur  on  the  front  of  the  abdomen,  on  each  side 
of  the  linea  alba  below  the  level  of  the  umbilicus,  in  both  inguino- 
scrotal  regions,  and  in  both  groins.  With  this  exception  the  lower 
extremities  are  free  from  the  tumours. 

The  patient  says  the  disease  began  about  the  neck  twelve  years 
ago,  without  injury  or  other  known  cause.  The  other  swellings 
have  since  developed  successively  at  various  times. 

For  most  of  his  life  he  has  been  employed  as  carman,  engaged 
in  supplying  public-houses,  &c.,  with  mineral  waters.  In  this 
occupation  he  has  often  been  compelled  by  the  system  of  treating 
to  drink  large  quantities  of  malt  liquors  and  spirits.  Several 
years  ago  he  was  obliged  to  relinquish  his  employment  on  account 
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of  the  deformity  caused  by  the  disease.  Since  this  time  the  swell- 
ings have  remained  stationary.  He  has  been  but  a  small  meat 
eater.  When  a  boy  he  had  suppurating  glands  of  left  side  of 
neck,  and  an  abscess  over  upper  part  of  left  orbit,  whence  a  piece 
of  dead  bone  was  removed.  He  now  has  old  scars  in  these  situa- 
tions. Since  boyhood  his  general  health  has  been  very  good. 
There  is  no  history  of  cancer,  tumour,  or  phthisis  in  his  family. 
He  is  married  and  the  father  of  two  healthy  children.  Of  late  his 
memory  has  been  defective. 

The  patient  was  ordered  diet  from  Avhich  alcoholic,  fatty,  sac- 
charine, and  amylaceous  elements  were  as  far  as  possible  excluded, 
and  the  fluids  wei*e  reduced  in  quantity.  He  was  given  liquor 
potassae  with  Fowler's  solution,  and  advised  to  take  walking  exer- 
cise, with  the  result  that  after  six  months'  treatment  the  swellings 
softened  and  somewhat  diminished. 

The  second  patient  was  a  barman,  aged  23,  who  was  admitted 
into  the  Middlesex  Hospital  in  1888  under  the  care  of  Mr.  Morris. 
He  was  a  pale,  obese,  dark-complexioned  man,  with  a  large  diffuse 
fatty  swelling  which  completely  surrounded  the  neck,  and  pre- 
sented in  front  a  large  pendulous  mass,  and  behind  a  quadrilobar 
swelling  situated  in  the  suboccipital  and  upper  cervical  regions  on 
both  sides.  He  had  also  a  large  diffuse  fatty  mass  over  the  front 
of  right  shoulder. 

The  disease  was  first  noticed  eighteen  months  previously  as 
fulness  under  the  chin.  No  injury  or  other  known  cause  for  it. 
No  history  or  signs  of  syphilis.  The  patient  was  a  single  man, 
bom  in  Dublin,  of  Irish  parents.  He  had  been  a  great  drinker  of 
beer  and  spirits  for  many  years,  and  a  large  meat  eater  as  well. 
His  previous  health  had  been  good,  but  he  had  suffered  from  bron- 
chitis during  the  last  two  years.  Patient  had  two  brothers  and 
three  sisters  alive  and  well.  There  was  no  history  of  cancer, 
tumour,  phthisis,  or  insanity  in  his  family.  On  account  of  the 
deformity  produced  by  the  disease  under  the  chin  the  patient  had 
been  dismissed  from  his  employment.  He  was  very  anxious  to 
have  an  operation  done  to  remedy  this. 

Mr.  Morris  therefore  dissected  away  the  pendulous  mass  from 
the  front  of  the  neck.  It  had  no  capsule,  and  all  the  fat  of  this 
part,  superficial  as  well  as  deep,  was  affected.  Embedded  in  the 
mass  removed  the  hy])ertr(»phied  ])lalysma  muscle  was  found. 
The  growth  was  comj^osed  of  coarsely  granular  fatty  tissue,  which, 
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on  microscopical  examination,  I  found  nowise  different  from  ordinary 
fatty  tissue.  The  patient  left  the  hospital  convalescent  and  much, 
improved  in  appearance  three  weeks  after  the  operation. 

The  third  case  is  that  of  a  tailor,  aged  26,  unmarried,  who  was 
admitted  into  the  Middlesex  Hospital  in  1888,  under  the  care  of 
Mr.  Clark,  with  a  soft,  diffuse,  slightly  developed,  natiform 
swelling  at  the  back  of  the  neck  in  the  typical  position.  It  was 
first  noticed  about  a  year  previously.  The  patient  was  dark-com- 
plexioned, well  nourished,  and  in  good  health.  He  declined  any 
operative  interference,  and  left  with  the  disease  in  statu  quo  after 
a  stay  of  seven  days  m  hospital. 

The  fourth  patient  was  a  sugar-boiler,  aged  45,  married,  who 
came  under  my  care  when  in  charge  of  the  Surgical  Out-patient 
Department  at  the  Middlesex  Hospital  last  summer.  He  had 
large,  diffuse,  fatty  masses  occupying  nearly  the  whole  of  the  front 
of  the  abdominal  wall  below  the  umbilicus  on  each  side,  which 
extended  backwards  above  the  iliac  crest  towards  the  loins. 
There  was  also  a  small  fatty  mass  in  each  groin  in  the  region  of 
the  saphenous  openiugs.     The  disease  was  of  live  years'  duration. 

Altogether  I  have  been  able  to  collect  records  of  32  cases, 
including  the  4  new  ones  just  described. 

Of  these  I  have  made  the  following  analytical  summary  : 

Relative  frequency. — Of  76  hpomas  consecutively  under  treatment 
at  the  Middlesex  Hospital  during  the  eight  years  1882 — 1889,  3 
were  diffuse  and  6  congenital.  From  this  we  may  conclude  that 
the  disease,  though  rare,  is  by  no  means  so  phenomenal  as  has 
hitherto  been  believed. 

Sex. — All  the  patients  but  one  were  males. 

Civil  state. — Of  6  males  :  single  3,  married  3  (two  fathers,  each  of 
two  children). 

Duration  to  admission. — The  longest  period  in  29  cases,  38|- 
years  ;  the  shortest  one  day  ;  the  average  6"8  years.  The  subjoined 
statement  further  illustrates  this  subject : 


15 — 20  years  ...  ...     2  cases. 

30—40     „  2      „ 

Total         29      „ 


Under  1  year  ...  ...  3  cases. 

1  —  5  years  ...  ...  17      „ 

5—10     „  4      „ 

10 — 15     „  ...  ...  1  case. 

In  8  cases  it  is  specially  stated  that  the  lesions  developed 
successively,  and  in  size  they  are  said  to  have  varied  markedly 
from  time  to  time. 
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Jge. — Of  27  males — when  the  disease  was  first  noticed — the 
youngest  was  21-5  years,  the  oldest  57,  and  the  average  was  34  5 
years.     The  age  distribution  was  as  follows  : 


20 — 25  years 

...     5  cases. 

40 — 45  years 

...     4  cases. 

25— 30\, 

•  ••     7    „ 

45—50     „ 

1  case. 

30—35     „ 

...     4     „ 

55—60    „ 

...     2  cases. 

35—40     „ 

...     4     „ 

— 

1  case. 

45 — 50  years 

...     1  case. 

4  cases. 

55—60    „ 

...     2  cases 

4     ,. 

60—65     „ 

...     1  case. 

5     „ 

Over  70    „ 

...     1     „ 

8     „ 

— 

Total     27 

Of  27  males — on  coming  under  treatment — the  youngest  was 
23,  the  oldest  71,  the  average  41-3  years.  The  age  distribution  as 
follows  : 

20 — 25  years 

25—30     „ 

30—35     „ 

35—40     „ 

40—45     „ 

Total     27  cases. 

Occupation. — In  21  cases — barman,  2  ;  footman,  2  ;  carman, 
2,  and  1  each  as  follows :  tailor,  sugar-boiler,  hawker,  ship's 
steward,  butler,  waiter,  ostler,  wine  and  spirit  merchant's  ware- 
houseman, pig-slaughterer,  hairdresser,  cavalry  soldier,  gentleman, 
labourer,  coachman,  and  milkman. 

Etiological. — Of  14  cases  in  which  inquiries  were  made  with 
regard  to  drink,  13  had  been  in  the  habit  of  drinking  large 
quantities  of  malt  liquors  and  spirits  for  long  periods,  9  had 
indulged  in  both  beer  and  sjurits — chiefly  gin,  and  4  in  spirits 
alone  ;  only  one  was  described  as  temperate  in  respect  to  drink. 

In  1  case  the  disease  was  attributed  to  severe  contusion,  after  a 
fall  down  the  hold  of  a  ship. 

As  to  syphilis,  inquiries  were  made  in  4  cases,  and  in  2  there  was 
distinct  evidence  of  the  disease. 

One  patient  is  described  as  daving  been  a  great  meat  eater,  and 
another  as  a  small  meat  eater. 

Previous  health. — Grood  in  6  cases,  indifferent  in  4. 

The  following  previous  diseases  were  noted : — Phthisis,  2 
(fistula-in-ano  as  well  in  1)  ;  bronchitis,  2  ;  and  1  each  as  follows  : 
rheumatic  fever  and  rheumatism,  suppurative  lymphadenitis  of 
neck  with  necrosis  of  orbital  margin. 

Family  history. — Of  5  cases  in  which  inquiries  were  made  there 
was  no  history  of  tumour,  cancer,  phthisis,  or  insanity.  In  1  case 
the  father  had  been  very  subject  to  gout. 
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State  on  admission. — Well  nourished,  2  ;  obese,  1 ;  ill-nourislied,  3 
(pale  2).  Complexion:  fair,  2  ;  dark,  3.  Of  these  31  patients  18 
were  suffering  from  some  other  malady  when  they  came  under 
treatment.  Dyspepsia,  6  ;  phthisis,  5  (with  fistula  in  ano,  1)  ; 
albuminuria,  2  ;  epithelioma  of  tongue  and  mouth,  1 ;  bi'onchitis, 
1 ;  congested  and  swollen  face,  1 ;  emphysema,  1 ;  and  rheumatic 
arthritis  of  knee,  1. 

Seat  of  initial  lesion  and  maximum  tumour. — Of  32  cases  : 

Neck  in  26  (whole  in  12  cases,  back  in  8,  front  in  2,  back  and 
front  in  4). 

Front  of  abdominal  wall  in  2  cases. 

Mammary  regions  in  2  cases  (male  1,  female  1). 

Scapular  region  in  1  case. 

Buttocks  in  1  case. 

In  only  5  of  these  32  cases  was  the  disease  limited  to  a  single 
pair  of  localities,  viz.  back  of  neck,  3 ;  mammary  region,  1 ; 
scapular  region,  1. 

Localities  occupied  by  tumo^irs. — Of  32  cases : 

Neck  in  28  (whole,  14 ;  back,  9  ;  back  and  front,  4 ;  front,  1). 

Front  of  abdomen  in  9 ;  lumbar  region  of  back  in  6 ;  back  of 
thorax  in  5  ;  mammary  region  in  3 ;  supra-pubic  in  3 ;  scrotal  in  3  ; 
and  perinxum  in  1. 

Arm  in  9 ;  shoulder  in  4 ;  front  of  elbow  in  4  ;  forearm  in  3 ; 
clavicular  region  in  1 ;  hand  in  1. 

Cfroin  in  8  ;  thigh  in  4  ;  buttock  in  2  ;  leg  in  1. 

Head  in  9  (parotid,  8 ;  orbit,  1). 

In  2  cases,  owing  to  the  enormous  size  of  the  tumours,  necrosis 
of  their  dependent  parts  occurred  with  abscesses. 

Treatment  and  Result. — In  3  cases  the  morbid  growths  were 
completely  excised ;  all  the  patients  made  good  recoveries.  The 
most  extensive  operation  is  that  of  Dr.  Huckins.  He  removed  a 
large  growth  of  this  kind,  which  completely  surrounded  the  neck, 
at  three  separate  operations  with  a  few  months'  interval.  The 
deej)  as  well  as  the  superficial  fat  was  affeeted ;  the  left  sterno- 
mastoid  muscle  had  to  be  divided,  and  the  right  internal  jugular 
vein  was  wounded  and  had  to  be  ligatured.  The  patient  was  quite 
well  and  free  from  recurrence  five  years  after  the  last  operation. 

In  3  cases  the  growths  were  partially  excised  with  the  object  of 
improving  the  appearance,  and  in  all  the  results  were  satisfactory. 
In  2  of  these  cases  it  was  specially  noted  at  the  time  of  the  opera- 
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tion  that  the  deep  as  well  as  tlie  superficial  fat  was  afEected  by 
the  disease. 

In  4  large  doses  of  liquor  potassse  were  tried,  and  in  2  there  was 
improvement.  In  Brodie's  case  "  the  patient  was  so  much 
improved  in  appearance  that  he  was  enabled  to  obtain  a  situation 
as  footman.  There  were  still  some  remains  of  the  tumours,  but 
nothing  that  was  very  remarkable."  Brodie  adds,  "I  have  seen 
some  other  cases  of  the  same  kind  in  which  the  exhibition  of  large 
doses  of  liquor  potassae  appeared  to  be  of  great  service."  In  the 
other  2  cases  there  was  no  obvious  improvement. 

In  3  ca^es  liquor  arsenical  is  was  given,  and  in  2  the  tumours 
diminished  under  its  use. 

Dietetic  treatment  was  prescribed  iu  2  cases  with  marked 
benefit. 

Three  patients  died  whilst  under  observation.  As  these  cases 
present  features  of  special  interest  I  subjoin  abstracts  of  them. 

(1)  A  large,  pale,  flabby  man,  aged  44,  of  dark  complexion,  and  a 
hawker  by  trade,  was  admitted  into  the  Middlesex  Hospital  in  1883, 
under  the  care  of  Mr,  Morris. 

From  his  buttocks  there  depends  in  loose  folds  an  enormous, 
soft,  ^ttosi-fluctuatiug  growth,  reaching  nearly  to  the  knees.  It 
forms  a  kind  of  petticoat,  reminding  one  of  the  ludicrous  models  to 
be  seen  in  some  museums  of  the  Hottentot  Venus.  The  attachment 
of  the  growth  is  very  diftuse,  embracing  not  only  the  whole  of  both 
buttocks,  but  encroaching  also  on  the  adjacent  parts,  especially 
over  the  sacrum  and  the  back  of  the  thighs.  Indeed,  the  growth 
extends  down  the  back  of  the  right  thigh  nearly  as  far  as  the 
upper  part  of  the  popliteal  region.  Its  margins  are  ill-defined. 
The  overlying  skin  is  loose  and  moveable.  There  are  some  old 
scars  iu  the  sacrococcygeal  region.  There  is  also  a  separate  lipo- 
niatous  growth,  the  size  of  a  man's  hand,  on  the  back  of  the  lower 
part  of  the  right  leg.  The  skin  over  the  most  dependent  part  of 
the  growth  is  jjurplish,  and  feels  cold.  Here  are  several  small 
abscesses,  resulting  from  necrosis  of  bits  of  the  growth.  It  was 
for  these  that  he  came  to  the  hospital.  There  is  no  paralysis  or 
weakness  of  either  of  the  lower  limbs.  He  has  frequent  cough  and 
symptoms  of  tuliercle  of  both  lungs. 

He  gave  the  following  account  of  his  malady  : — Twenty-one 
years  ago  he  fell  down  the  hold  of  a  ship  onto  his  buttocks,  which 
were  very  badly  bruised.     In  consequence  a  large  abscess  formed 
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in  the  sacro-coccygeal  region.  He  was  in  hospital  ten  months  on 
this  account.  When  he  left  he  could  only  walk  with  difficulty  and 
with  the  aid  of  a  stick.  A  year  later,  when  he  thought  be  had 
quite  recovered  from  the  effects  of  the  injury,  he  first  noticed  a 
flat  lump  over  the  lower  part  of  the  sacrum  to  the  right  of  the  former 
injury  and  abscess.  This  has  since  gradually  attained  its  present 
dimensions.  The  growth  on  the  back  of  right  leg  was  first  noticed 
four  years  ago. 

He  generally  had  good  health  until  a  year  ago,  when  symptoms 
of  phthisis  developed.     No  history  or  signs  of  syphilis. 

His  father  died,  aged  fifty,  of  heart  disease  ;  his  mother  died, 
aged  sixty,  of  cause  unknown.  Patient  is  one  of  family  of  four ; 
two  others  are  now  alive  and  well.  No  history  of  cancer,  tumour, 
or  phthisis. 

The  abscesses  were  evacuated  and  drained,  but  fresh  ones  con- 
stantly formed.  They  discharged  oily,  foetid  pus,  and  occasionally 
necrotic  fatty  fragments. 

After  being  in  hospital  for  143  days,  during  which  time  he  had 
an  attack  of  cutaneous  erysipelas  of  the  diseased  part,  the  sinuses 
closed,  and  he  went  to  a  convalescent  home  in  the  country.  He 
returned  to  hospital  a  week  later  with  fresh  abscess-formation  and 
exacerbation  of  the  phthisical  symptoms.  Large  pieces  of  the 
growth  now  sloughed  away,  and  he  got  erysipelas  again.  He  died 
of  tubercular  pneumonia  forty-two  days  after  i-eadmission 

At  the  necropsy  the  growth  was  found  to  consist  entirely  of 
hypertrophied  fatty  tissue  without  any  well-defined  margin. 

On  microscopical  examination  its  structure  differed  in  no  way  from 
ordinary  subcutaneous  fatty  tissue.  Both  lungs  presented  exten- 
sive areas  of  tubercular  consolidation,  wdth  softening  in  places  and 
cavities.  It  was  estimated  that  the  entire  tumour  weighed  about 
80  lbs. 

(2)  This  is  the  case  to  which  brief  allusion  is  made  in  Messrs. 
Baker  and  Bowlby's  paper  (Case  11).  As  during  the  whole  time 
the  patient  was  in  the  Middlesex  Hospital  he  was  under  my 
observation,  and  when  he  died  I  made  the  post-mortem  examination, 
I  am  able  to  give  many  additional  details. 

The  patient,  a  well-nourished  and  healthy-looking  man,  aged  60, 
was  admitted  under  Mr.  Morris  with  a  very  large,  diffuse,  pendu- 
lous, fatty  mass  beneath  the  chin,  and  an  epitheliomatous  ulcer 
the  size  of  half-a-crowu  which  invaded  the  front  of  the  tongue  and 
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the  floor  of  tlie  mouth  adjacent,  with  secondary  infiltration  of  the 
glands  of  the  neck. 

The  tumour  beneath  the  chin  is  attached  to  the  whole  of  the 
front  of  the  neck,  from  the  inferior  maxilla  above  to  the  sternum 
below.  In  the  middle  line  it  hangs  down  in  front  nearly  as  low 
as  the  middle  of  the  sternum.  The  mass  is  exceedingly  soft 
and  j^asi-fluctuating,  giving  the  impression  of  a  cystic  tumour. 
On  careful  examination  fine  lobulation  can  be  detected.  The 
lateral  expansions  on  each  side  of  the  neck  are  continuous  with 
similar  fatty  masses  at  the  back  of  neck  and  in  the  suboccipital 
regions. 

The  tumour  under  the  chin  was  first  noticed  thirty- seven  years 
ago  ;  seventeen  years  later  two  fatty  tumours  were  removed  from  the 
back  of  his  neck.  The  disease  began  without  injury  or  other  known 
cause.  During  the  last  five  years  he  has  followed  the  occupation 
of  a  house-painter ;  he  was  previously  for  forty  years  steward  on  a 
steamship.  He  has  had  syphilis  ;  scars  are  now  visible  on  both 
legs  from  syphilitic  ulceration  ten  years  ago.  Epithelial  cancer  of 
the  floor  of  the  mouth  was  noticed  six  months  ago.  He  has  generally 
had  good  health.     He  has  been  a  great  smoker. 

His  father  died  aged  seventy,  of  cause  unknown.  His  mother 
died  aged  eighty-three,  of  cause  unknown.  Patient  one  of  family 
of  seven  ;  all  the  others  are  now  alive  and  well.  There  is  no  his- 
tory of  cancer,  tumour,  or  phthisis  in  his  family. 

After  stay  in  hospital  of  450  days  the  patient  died  of  asthenia 
from  spread  of  the  cancerous  disease.  During  this  time  he  became 
very  emaciated,  but  the  tumour  underwent  no  coi'responding  dimi- 
nution. 

At  the  necropsy  the  emaciation  was  extreme.  The  growth  in  the 
neck  consisted  entirely  of  hypertrophied  facty  tissue.  The  whole 
of  the  fat  of  the  neck  was  affected,  superficial  as  well  as  deep. 
Most  of  the  mass  forming  the  double  chin  was  beneath  the 
platysma ;  this  part  of  the  tumour  when  removed  weighed  26  oz. 
It  sent  inwards  deep  processes  with  the  various  divisions  of  the 
deep  cervical  fascia.  The  tongue  and  floor  of  mouth  destroyed  by 
ulcerated  cancerous  infiltration.  Necrosis  and  fracture  of  the 
inferior  maxilla  from  this  cause,  with  extensive  suppuration ;  the 
lymphatic  glands  of  both  sides  of  the  neck  infiltrated,  A  creta- 
ceous plate,  due  to  old  cured  tubercle,  at  apex  of  each  lung.  No 
other  noteworthy  changes. 
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In  this  case  the  disease  was  seen  to  have  involved  the  deep  as 
well  as  the  superficial  fatty  tissue  ;  the  like  was  also  observed 
during  operation  in  the  second  of  my  cases  and  iu  Dr.  Huckins' 
case,  as  previously  described.  I  think  there  can  be  no  doubt  that 
Messrs.  Baker  and  Bowlby  are  wrong  in  their  contention  that  these 
growths  affect  only  the  subcutaneous  fatty  tissue. 

(3)  This  patient  died  of  obscure  pulmonary  disease,  after  having 
had  the  tumours  for  four  and  a  half  years.  Shortly  before  death 
they  almost  completely  disappeared.     There  was  no  necropsy. 

Remarks. — With  but  a  single  exception  all  the  patients  were 
males.  This  is  a  very  remarkable  fact,  because,  as  I  need  hardly 
remind  you,  females  are  naturally  fatter,  more  prone  to  obesity 
and  fatty  tumours  than  males.  These  considerations  lead  us  to 
suspect  that  the  disease  may  be  mainly  due  to  some  factor  affect- 
ing males  chiefly.  There  is  ample  evidence  that  it  is  really  so. 
In  fourteen  cases  inquiries  were  made  as  to  the  habits  of  the 
patients  with  regard  to  drink  ;  and  in  no  less  than  thirteen  there 
was  most  conclusive  evidence  that  they  had  for  long  periods  been 
in  the  habit  of  consuming  large  quantities  of  malt  liquors  and 
spirits ;  nine  of  them  had  indulged  in  both  beer  and  spirits,  chiefly 
gin,  and  four  in  spirits  alone ;  only  one  was  described  as  tempe- 
rate in  respect  to  drink. 

In  these  cases  the  nutrition  of  the  whole  organism  appears  to  have 
been  injuriously  affected  by  the  poisonous  action  of  the  absorbed 
alcohol.  It  is  well  known  that  the  use  of  alcohol  diminishes  the 
excretion  of  carbonic  acid,  the  absorption  of  oxygen  ;  and  so  lessens 
the  oxidative  processes  going  on  thi'oughout  the  body  by  which  the 
fat  is  normally  consumed,  so  that  under  these  circumstances  undue 
fatty  accumulations  take  place.  Hence  in  drunkards'  bodies  it  is 
common  to  find  the  omentum,  mesentery,  appendices  epiploicse, 
peri-renal  fat,  &c.,  converted  into  tumour-like  masses,  very  similar 
to,  if  not  absolutely  identical  with,  the  diffuse  overgrowths  more 
particularly  dealt  with  in  this  essay.  It  was  long  ago  remarked  by 
Huss  that  in  chronic  alcoholism,  the  approximate  condition  of  most 
of  these  patients,  the  fat  at  first  formed  tends  after  a  time  to 
diminish.  It  is  well  known  that  the  cells  of  an  organism  having 
once  taken  on  perverted  action  are  seldom  all  equally  ready  to 
resume  at  once  their  normal  activity.  It  will  be  readily  understood 
how  under  these  circumstances  certain  localities  might  still  I'etain 
their  fat  and  even  continue  to  add  to  it,  and  so  originate  these 
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diffuse  swellings.  That  the  prolonged  indulgence  in  excessive 
quantities  of  alcohol  is  the  chief  factor  in  the  causation  of  this 
disease  is,  T  think,  indisputable. 

This  view  of  the  subject  renders  intelligible  the  remarkable 
distribution  of  the  swellings,  their  multiplicity  and  symmetrical 
arrangement.  It  also  enables  us  to  understand  how  it  is  that  in 
nearly  all  of  these  cases  more  than  a  single  pair  of  tumours  exists, 
and  it  explains  why  the  additional  tumours  are  so  widely  scattered 
over  many  pai*ts  of  the  organism  in  such  variable  manner,  yet  with 
distinct  preference  on  the  average  for  certain  localities,  such  as  the 
neck,  upper  limbs,  thighs,  parotid  regions,  abdominal  wall,  back, 
scrotum,  &c. 

I  think  we  must  also  admit  the  influence  of  predisposition, 
although  it  is  difficult  to  say  precisely  in  what  this  consists.  It  is, 
however,  matter  of  common  experience  among  human  beings  and 
domestic  animals  that  certain  individuals,  famiUes,  and  races  are 
under  favorable  conditions  more  prone  to  accumulate  fat  than 
others.  All  we  can  say  of  the  predisposition  in  these  cases  is  that  it 
manifests  itself  by  feebleness  of  the  oxidative  processes  going  on  in 
the  tissue-cells  throughout  the  body. 

I  have  hitherto  treated  this  disease  as  an  insolated  morbid  con- 
dition, without  paying  any  particular  attention  to  its  affinities  with 
other  diseases. 

The  study  of  disease  from  this  point  of  view  is,  I  think,  too  much 
neglected.  As  an  organon  of  investigation  I  am  convinced  that  this 
method  is  of  great  importance,  and  worthy  of  wider  application 
than  it  has  hitherto  received. 

The  undue  accumulation  of  fat  in  the  body  takes  place  under 
two  opposite  conditions — either  it  is  of  hypertrophic  or  atrophic 
origin. 

Under  the  former  heading  I  include  the  following  chain  of  events : 
obesity,  diffuse  pseudo-lipoma,  ■pseudo-lipome  sus-claviculaire  (Ver- 
neuil),  cretinism,  myxoedema,  multiple  lipomas,  single  acquired 
lipoma,  and  congenital  lipoma.  The  latter  heading  embraces  the 
fatty  changes  of  old  age  and  of  the  cachexias,  those  following  dimin- 
ished blood-supply  and  ])aralysis,  as  well  as  those  due  to  inflamma- 
tory disturbances  of  the  circulation,  of  which  the  so-called  capsular 
and  arborescent  lipomas  and  the  like  are  familiar  examples. 

It  is  chiefly  with  the  hypertrophic  fat  accumulations  that  we  are 
now  concerned. 
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In  congenital  lipomas  we  have  to  do  with  local  malformations  (per 
excessum)  of  fatty  tissue  by  sequestration  ;  they  may  be  most  con- 
veniently  studied  in  connection  with  the  teratomata. 

Before  entering  on  the  subject  of  obesity  I  must  mention  that 
fat  is  normally  very  unequally  distributed  throughout  the  body. 
Further,  its  amount  varies  greatly,  according  to  age,  diet,  sex, 
occupation,  and  other  conditions. 

It  accumulates  in  large  quantities  in  the  so-called  physiological 
fat  reservoirs — the  panniculus  adiposus,  mesentery,  great  omentum, 
mediastinum,  marrow  of  bone,  around  the  kidneys,  &c.  As  to  the 
cause  of  the  predisposition  of  these  localities  to  fat  deposition 
nothing  is  known. 

We  know,  however,  that  in  certain  races  of  men  and  animals 
fatty  accumulations  occur  normally  in  regions  other  than  the 
physiological  fat  reservoirs.^  - 

Thus  in  the  Bosjesmen  enormous  diffuse  fatty  masses  are  of 
normal  occurrence  in  the  gluteal  regions,  and  in  a  less  degree 
about  the  deltoid,  especially  in  the  females  ;  and  in  negresses  such 
accumulations  are  common  in  the  mammary  regions.  In  other 
localities  fat  is  either  entirely  absent  or  very  scanty  ;  as  is  the  case 
in  the  subserous  and  submucous  tissues,  within  the  cranium,  in 
the  lungs,  kidneys,  eyelids,  penis,  &c. 

Tet  even  in  these  situations  it  does  sometimes  happen,  under 
normal  conditions,  that  the  cells  take  up  a  certain  amount  of  fat. 
This  need  not  surprise  us  if  we  admit  the  assumption,  so  ably 
advocated  by  Cohuheim,^  that  all  the  cells  of  the  body  capable  of 
any  metabolic  activity  take  part  in  the  manufacture  of  its  fat. 

But,  as  a  rule,  it  is  only  under  pathological  conditions  that  it  is 
deposited  elsewhere  than  in  the  normal  fat  localities. 

The  ways  and  means  by  which  fat  is  removed  from  the  localities 
when  it  is  formed  and  deposited  in  the  cells  of  adipose  tissue,  are 
at  present  under  discussion. 

It  may,  however,  be  stated  that  the  ultimate  cause  of  the  persist- 
ence of  fat  in  the  organism  is  imperfect  oxidation. 

'  Vide  art.  "  Femme  de  race  Boschisuiaune,"  '  Hist.  Nat.  des  inammiferes ' 
(St.  Hilaire  et  Cuvier),  t.  i  (1824),  p.  1;  also  Pritchard,  'Physical  History  of 
Mankind,'  vol.  ii,  p.  278.  According  to  this  author  the  steatopygea  of  the 
Hottentots  do  not  aflfect  all  the  individuals  of  the  race,  but  only  a  few ;  it  is 
about  as  common  among  them  as  obesity  among  Europeans. 

'  '  Lectures  on  General  Pathology,'  vol.  ii,  p.  651,  et  seq.,  New  Sydenham 
Society's  transl.  (1889). 
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Hence  obesity  results  whenever  there  is  a  disproportion  between 
fat  production  and  fat  oxidation  to  the  disadvantage  of  the  latter. 

When  the  fat  is  not  consumed  in  the  proper  manner  the  defect 
really  lies  with  the  cells  of  the  organism. 

Under  these  circumstances  fat,  being  in  great  excess,  may  be 
deposited  at  or  near  its  place  of  origin  ;  this  explains  its  accumula- 
tion in  unusual  localities. 

The  transition  from  health  to  obesity  is  gradual,  and  cannot  be 
accurately  defined. 

The  excessive  accumulation  of  fat  in  obesity,  although  greatest 
in  the  physiological  localities,  and  at  first  confined  to  them,  yet 
takes  place  in  extreme  cases  even  in  those  parts  where  fat  is  usually 
very  scanty  or  absent.  The  tendency  to  this  condition  is  markedly 
hereditary,  and  it  often  affects  all  the  members  of  a  family. 

With  obesity  the  so-called  diffuse  lipomas  are  closely  related. 
These  fatty  masses  may  be  almost  if  not  quite  correctly  described 
as  being  on  a  small  scale  what  obesity  is  on  a  large  one.  They 
resemble  local  obesities  in  that  they  are  diffuse,  multiple,  symme- 
trical, and  almost  if  not  quite  devoid  of  individuality. 

For  these  reasons  I  cannot  admit  their  right  to  be  classed  as  true 
neoplasms,  and  to  indicate  this  I  think  it  would  be  well  to  speak 
of  them  as  pseudo -lipomas. 

Here  it  must  be  remarked  that  analogous  morbid  conditions  are 
met  with  in  other  tissues  besides  the  adipose. 

Thus  from  fibrous  tissue  multiple,  diffuse,  symmetrical  over- 
growths often  arise,  as  in  the  disease  called  molluscum  fihrosum ; 
and  osseous  tissue  originates  similar  lesions,  of  which  examples  are 
to  be  found  in  the  diseases  called  leontiasis  ossea  and  osteitis  de- 
formans. In  all  of  these  conditions  there  is  evidence  that  the  general 
nutrition  of  the  body  is  at  fault. 

If  now  we  turn  our  attention  in  another  direction,  viz.  to  the 
affinities  between  these  so-called  diffuse  lipomas  and  the  disease 
described  by  VerneuiP  as  pseudo-lipome  sus-claviculaire,  here  also 
we  shall  encounter  some  remarkable  analogies. 

^  Verneuil,  "  Du  pelaton  adipeux  ou  paeudo-lipome  sus-claviculaire,"  '  Gaz. 
Heb.  de  Med.  et  de  Chir.,'  187'J,  p.  745 ;  consult  also  op.  cit.,  1882,  pp.  681, 
687,  762,  782;  1883,  pp.  4,  57;  1884,  p.  55  ;  1880,  p.  651.  The  case  of  "  Removal 
of  Giowth  from  the  Brachial  Plexus,"  described  by  Mr.  liellaniy  ('  Me<l.-Chir. 
Trans.,'  vol.  Ixix,  p.  211),  is  evidently  an  unrecognised  example  of  this  disease. 
This  case  illustrates  the  difficulties  sure  to  be  encountered  in  such  attempts,  and 
it  shows  the  advisability  of  not  operating. 


DIFFUSE    PSEUDO-LIPOMA.  303 

It  lias  now  been  demonstrated  that  this  affection  is  due  to 
diffuse  overgrowth  of  the  fatty  tissue  of  the  supra-clavicular  fossae. 
Both  sides  are  usually  affected.  It  is  not  so  very  rare,  and  is 
commoner  in  women  than  in  men.  It  is  usually  met  with  in  well- 
nourished  middle-aged  persons  of  the  arthritic  diathesis. 

As  long  ago  as  1850  Curling^  found  on  dissection  similar  fatty 
collections  in  the  necks  of  sporadic  cretins.  Some  twenty  years 
later  these  observations  were  fully  confirmed  by  Fagge,-  who  says, 
"  As  far  as  I  know,  ordinary  idiots  do  not  present  these  suj)ra- 
clavicular  tumours,  whose  existence  appears  to  be  a  constant 
character  in  sporadic  cretinism."  In  that  remarkable  cretinoid 
state  supervening  in  adults,  as  first  described  by  Sir  William  Gull, 
to  which  the  name  of  myxoedema  has  since  been  given,  the  presence 
of  tbese  supra- clavicular  fatty  collections  has  been  verified  by  several 
observers.^ 

I  maintain  that  sporadic  cretinism  and  myxoedema  are  identical 
diseases,  closely  allied  to  obesity,  and,  like  this  condition,  depend- 
ent upon  profound  modification  of  the  general  nutrition  of  the 
body.  The  so-called  "  fat  boys,"  of  the  type  Dickens  has  popu- 
larised, represent  a  morbid  condition,  related  on  the  one  hand  to 
cretinism,  and  on  the  other  to  obesity  and  myxoedema.  They 
generally  present  well-marked  supra- clavicular  fatty  swellings. 

The  lesion  in  obesity  is  overgrowth  of  the  fatty  tissue  throughout 
th.e  organism ;  the  lesion  in  sporadic  cretinism  and  myxoedema  is 
likewise  overgrowth  of  the  fibro-fatty  tissues  ;  but  associated  with 
this  there  is  gelatinous  metaplasia  of  the  overgrowing  tissues.  I 
need  hardly  mention  that  in  the  course  of  embryonic  development 
the  fibrous  and  fatty  tissues  both  pass  through  the  gelatinous  trans- 
formation ;  the  panniculus  adiposus  of  the  adult  is  in  the  foetus 
a  gelatinous  tissue.  In  obesity  the  new  fatty  tissue  is  perfectly 
formed,  whereas  in  sporadic  cretinism  and  myxoedema  it  is  im- 
perfect ;  upon  this  the  difference  between  the  allied  morbid  con- 
ditions depends. 

^  Curling,  "  Two  Cases  of  Absence  of  Thyroid  Body,  witli  symmetrical  swell- 
ings of  fatty  tissue  at  sides  of  neck  and  defective  cerebral  development," 
'  Med.-Chir.  Trans.,'  vol.  xxxiii  (1850),  p.  303,  et  seq. 

-  Fagge,  "  Sporadic  Cretinism  in  England,"  '  Med.-Chir.  Trans.,'  vol.  liv 
(1871),  p.  155,  et  seq. 

3  Ord,  '  Med.-Chir.  Trans.,'  vol.  Ixi  (1878),  p.  60 ;  also  '  Clin.  See.  Trans.,' 
vol.  xiii  (1880),  p.  16.  Duckworth,  'Clin.  Soc.  Trans.,'  vol.  xiii  (1880),  p.  13; 
also  op.  cit.,  vol.  xiv  (1881),  pp.  54,  57,  and  59. 
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If  we  now  institute  a  comparison  between  these  diffuse  fatty 
growths  and  the  multiple  lipomata  we  shall  again  find  remarkable 
analogies. 

Mr.  Glutton^  bas  alluded  to  some  of  these.  He  says,  "Multiple 
fatty  tumours  are  not  so  common  as  they  are  ordinarily  supposed 
to  be. 2  I  would  submit  that  when  they  do  occur  they  have  a 
more  or  less  symmetrical  arrangement,  not  quite  so  accurately 
placed  perhaps  as  in  the  cases  of  diffuse  lipoma,  but  still  equally 
occupying  the  two  halves  of  the  body.  It  is  difficult  to  give  any  ex- 
planation of  this  symmetrical  disposition  except  that  of  constitu- 
tional diathesis." 

These  tumours  generally  appear,  like  obesity,  diffuse  and  single 
lipomas,  at  a  period  of  life  when  fat  is  most  abundantly  developed 
throughovit  the  body.  A  solitary  fatty  tumour  may  on  superficial 
examination  look  like  an  accidental  occurrence ;  but  when  we  come 
to  examine  the  subject  in  connection  with  allied  morbid  conditions, 
it  seems  impossible  to  avoid  the  conclusion  that  here  also  we  have 
to  do  largely  with  inherent  predisposition. 

These  multiple  lipomas,  like  the  diffuse  fatty  growths,  seldom 
develop  all  at  the  same  time,  but  successively ;  and  they  are 
mostly  subcutaneous.  They  are  not  infrequently  unsymmetrical. 
In  number  they  may  vary  from  two  to  several  thousands.  Several 
dozen  are  often  seen. 

Reference  must  here  be  made  to  Broca's  ^  extraordinary  case  of 
lipomatosis.  So  far  as  I  know,  this  case  has  hitherto  been  over- 
looked by  British  authors;  therefore  I  have  given  it  a  j^romineut 
position. 

The  patient  was  a  man  who  at  the  age  of  twenty-five  first  noticed  a 
small  fatty  tumour  at  the  upper  and  outer  part  of  his  right  thigh. 
In  the  course  of  six  years  it  gradually  attained  a  large  size. 

At  the  end  of  this  period  it  was  excised.  On  examination  after 
removal  it  was  found  to  be  a  mass  of  ordinary  fatty  tissue, 
weighing  5  lbs.  There  was  then  no  other  tumour.  The  wound 
healed  rapidly,  and  he  remained  well  for  five  mouths. 

1  '  St.  Thomas's  Hospital  Reports,'  vol.  xi  (1882),  p.  54,  et  seq. 

'  Of  67  cases  of  ordinary  acquired  lipoma  consecutively  under  treatment  at 
the  Middlesex  Hospital  during  the  years  1882 — 1889,  there  was  only  one  instance 
of  more  than  a  single  tinnour,  and  in  this  case  there  were  only  two  tumours. 
Vide  '  Middlesex  Hosp.  Surg.  Rep.,'  1889,  Tiihle  VI,  by  the  author. 

3  '  Traite  des  Tumeurs'  (18U6),  t.  i,  pp.  304—300. 
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At  the  end  of  this  time  an  eruption  of  hundreds  of  small  fatty 
tumours  took  place  all  over  his  body,  and  fresh  ones  continually 
developed  during  a  period  of  forty  years.  His  general  health 
remained  good. 

At  the  age  of  seventy  he  came  under  Broca's  care  with  dysphagia 
of  several  months'  duration.  The  operation  scar  was  then  sound, 
and  free  from  any  appearance  of  recurrent  disease. 

2080  tumours  were  counted  on  the  surface  of  his  body,  and 
many  very  minute  ones  were  not  counted.  These  were  distributed 
as  follows  : — Head  and  neck,  480  ;  trunk,  965  ;  upper  limbs,  370  ; 
lower,  265.  These  tumours  for  the  most  part  varied  in  size  from 
a  pea  to  a  walnut,  but  several  were  much  larger.  They  presented 
the  characters  of  ordinary  lipomas,  and  on  microscopical  examination 
of  portions  removed  during  life  their  structure  was  that  of  fibro- 
fatty  tissue. 

Increase  of  the  dysphagia  caused  emaciation  to  set  in,  which 
progressed  rapidly,  but  at  first  did  not  affect  the  tumours.  When, 
however,  after  some  weeks  no  relief  was  obtained,  the  emaciation 
became  extreme,  and  the  tumours  diminished  sensibly.  A  few 
weeks  later  the  patient  died  of  starvation. 

At  the  necropsy  the  body  was  extremely  emaciated.  There 
was  no  trace  of  fat  in  the  normal  situations.  Many  of  the  fatty 
tumours  had  lost  much  of  their  fat.  The  tumours  were  not  limited 
to  the  normal  fat  localities.  A  large  fatty  growth  completely 
surrounded  the  oesophagus  for  most  of  its  extent,  and  occluded  the 
lumen  by  its  pressure ;  the  pyloric  part  of  the  stomach  was  sur- 
rounded by  a  similar  fatty  mass.  There  were  small  fatty  growths  in 
the  valves  of  the  heart,  and  several  large  ones  in  the  deep  parts  of 
the  neck,  one  within  the  sheath  of  the  right  sterno-mastoid  muscle 
and  another  within  the  sheath  of  the  carotid  vessels. 

On  microscopical  examination  the  tumours  were  found  to  be 
composed  of  fibro-fatty  tissue.  At  the  apex  of  both  lungs  there 
were  some  tubercular  deposits.  The  mucous  membrane  of  the 
larynx  presented  numerous  small  erosions.  The  cerebral  ventricles, 
the  arachnoid  and  subarachnoid  spaces,  were  greatly  distended  with 
serous  fluid.     The  brain  was  markedly  atrophied. 

There  were  no  other  lesions. 

It  appears  to  me  impossible  to  conceive  a  rational  explanation  of 
this  extraordinary  case  unless  we  accept  the  view  that  all  the  cells 
of  the  body  take  part  in  the  manufacture  of  its  fat. 

December  3rd,  1889. 
20 
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8.  Necrosis   in   an   ossifying   chondroma   of  metacarpal  bone. 
{Card  specimen.) 

By  Samuel  Gr.  Shattock. 

THE  distal  half  of  one  of  the  metacarpal  bones,  bisected,  together 
\nth  an  ovoidal  mass  (one  and  a  quarter  by  three  quarters  of 
an  inch)  of  firm  osseous  or  calcified  substance,  which  was  naturally 
detached  after  necrosis. 

The  continuity  of  the  metacarpal  bone  is  intact,  but  from  its 
dorsum  thei'e  projects  a  cup-shaped  process  of  new  bone  continuous 
with  the  compact  wall  of  the  shaft. 

This  bony  outgrowth  is  filled  with  soft  tissue,  beneath  the  base 
of  which  the  wall  of  the  shaft  is  wanting.  The  skin  is  adherent 
to  the  margin,  and  shelves  smoothly  on  to  the  concave  surface,  of 
the  tissue  mentioned. 

From  a  woman  aged  56.  A  tumour  was  noticed  when  the  patient 
was  four  years  old.  At  the  age  of  six  it  was  removed  at  Guy's 
Hospital.  Six  months  after  removal  there  was  a  return  of  the 
growth,  which  has  been  slowly  increasing  since.  Six  months  ago 
the  skin  sloughed,  a  piece  of  bone  was  exposed,  and  this  afterwards 
came  naturally  away.  Amputation  was  performed  by  Sir  William 
MacCormac,  February  27th,  1890. 

In  the  museum  of  St.  Thomas's  Hospital  there  is  a  large  chon- 
droma of  the  fifth  metacarpal  bone  from  a  man  eighteen  years  of 
age,  whose  finger  was  amputated  by  Mr.  Glutton.  The  tumour 
is  extensively  hollowed  out  by  softening,  and  its  cavity  opens 
externally  by  a  wide  aperture  in  the  skin. 

And  it  would  appear  that  the  specimen  exhibited  is  one  of  chon- 
droma projecting  through  the  back  of  the  metacarpal  bone,  in 
which  a  considerable  amount  of  ossification  has  occurred ;  that, 
from  ulceration  of  the  growth,  the  bone  in  its  substance  has 
undergone  necrosis,  whilst  the  tissue  still  remaining  in  connection 
with  the  metacarpal  bone  is  the  base  of  the  tumour  with  the 
pertaining  portion  of  its  osseous  shell. 

May  20/A,  1890. 
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9.   Tumour  of  the  gracilis  femoris  muscle. 
By  A.  Marmaduke  Sheild,  M.B. 

I^HE  specimen  shows  the  entire  muscle  converted  into  an  elongated 
pear-shaped  tumour,  of  firm  consistence  and  somewhat  lobu- 
lated  contour,  the  tendon  being  distinct  at  either  end.  The  tumour 
substance  infiltrates  the  muscle,  and  displaces  its  component 
fasciculi,  which  are  seeti  in  some  places  stretched  and  atrophic. 
Under  the  microscope  the  growth  is  seen  to  be  composed  of  oval, 
round,  and  spindle-shaped  cells,  scattered  irregularly  amoug  the 
muscle-substance,  and  it  may  be  looked  upon  as  a  sai'coma.  This 
tumour  was  removed  by  operation  on  August  22nd,  1889,  from  a 
lad  aged  15.  For  nine  months  the  right  thigh  had  been  noticed  to 
be  increasing  in  size,  but  the  true  history  and  date  of  origin  of  the 
growth  was  quite  unreliable.  The  general  health  was  unaffected, 
and  the  glands  not  implicated.  The  tumour  was  moveable,  and 
reached  from  the  perinseum  to  the  knee.  In  the  rectus  femoris  was 
a  small  induration  of  undeterminate  nature.  The  tumour  was 
removed  by  making  an  incision  over  it,  separating  it  from  its  deep 
attachments,  and  dividing  its  tendinous  connections  above  and 
below,  close  to  the  bones.  The  wound  healed  rapidly,  though  it 
was  deep  and  extensive,  and  the  boy  was  discharged  on  October 
4th,  1889.  He  walked  easily,  and  the  suspicious  induration 
above  spoken  of  had  not  increased  in  size.  It  is  worthy  of  remark 
that  this  lad  also  presented  "  webbed  toes,"  the  second  and  third 
digits  on  either  foot  being  united. 

Primary  tumours  of  muscle  are  rare ;  some  of  them  are  of 
the  nature  of  sarcoma.  Vascular  nsevoid  growths,  chondroma, 
myxoma,  and  lipoma  are  also  found.  The  interstitial  connective 
tissue  of  muscle  is  a  favourite  seat  of  gummatous  syphilitic  forma- 
tions ;  and  after  injury,  especially  rupture  of  muscle-fibres  and 
hsematoma,  considerable  inflammatory  indurations  appear,  which 
closely  imitate  more  serious  formations.  Cysts,  more  especially 
hydatids,  are  found  in  muscle,  and  being  often  encapsuled  by  thick 
walls,  simulate  solid  growths.  In  cex'tain  rare  and  obscure  cases 
bony  formations  are  also  found  in  muscles,  as  in  the  well-known 
myositis  ossificans  and  "  riders'  bone."     These,  however  are  rather 
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of  the  nature  of  inflammatory  affections  than  true  tumour-growths. 
The  prognosis  of  sarcomatous  tumours  of  muscle  is  had ;  most  of 
them  recur  hi  loco  or  generally,  and  soon  destroy  life.  Excision  of 
the  affected  muscle  only  has  been  strongly  condemned  as  being  in- 
complete ;  in  the  ease  of  the  present  specimen  this  was  done  on 
account  of  the  chronicity  of  the  growth  and  its  uncertain  nature. 
The  subject  of  tumours  of  the  voluntary  muscles  is  so  fully  treated 
of  by  Teevan  and  Campbell  de  Morgan^  in  their  well-known  papers 
that  a  detailed  description  of  them  would  be  merely  repetition ; 
and  the  sj)ecimen  is  brought  forward  on  account  of  its  rarity  rather 
than  to  form  the  basis  of  a  lengthy  dissertation. 

November  19/^,  1889. 

Report  by  the  Morbid  Growths  Committee  on  Mr.  Sheild's  tumour 
of  the  gracilis  muscle. — The  tumour,  which  is  distinctly  circum- 
scribed, is  composed  of  numberless  lobules  of  different  sizes  loosely 
held  together  by  intervening  connective  tissue.  The  muscle  is 
intimately  associated  with  the  new  growth,  the  fasciculi  being 
widely  separated  (without  infiltration)  by  its  component  lobules. 

Microscopically  the  tumour  is  constructed  of  loosely  arranged, 
delicate,  wavy,  intersecting  bundles  of  connective-tissue  fibre  with 
appertaining  corpuscles  having  oval  or  fusiform  nuclei. 

In  some  of  the  lobules  there  occur  more  richly  celled  areas,  but 
these  are  of  essentially  the  same  structure  as  the  rest,  the  cell- 
nuclei  being  elongated  and  narrow,  wavy  or  sharply  curved,  as  in 
the  less  cellular  parts  of  the  growth,  and  even  where  closest  there  is 
recognisable  an  intervening  fibrillar  substance. 

We  do  not  think  there  are  suflS.cient  anatomical  grounds  for 
naming  the  growth  a  sarcoma,  and  should  rather  class  it  as  a  soft 
or  myxo-fibroma. 

Mr.  Sheild  informs  us  (in  May)  that  the  boy  is  at  present  in  good 
health,  and  without  any  sign  of  recurrence. 

Robert  William  Parker. 
Samuel  G.  Shattock. 
Seymour  J.  Sharkey,  Chairman. 

'  '  Brit,  aud  For.  Med  -Chir.  licview.' 
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10.  Cavernous  angeioma  from  the  leg.     [Card  specimen.) 
By  H.  Betham  Robinson. 

THE  tumour  was  I'emoved  from  a  boy  aged  8.     It  was  congenital 
in  origin,  and  when  first  noticed  it  was  very  small.     It  was 
said  to  vary  in  size  and  consistency. 

The  swelling  was  situated  on  the  inner  side  of  the  lower  third  of 
the  right  leg,  and  in  area  about  the  size  of  a  half-crown.  The 
central  part  was  raised  above  the  level  of  the  surrounding  skin ;  it 
was  circular  and  shaped  like  a  button.  The  skin  over  this  portion 
seemed  thin,  very  like  cicatricial  tissue ;  it  was  of  a  marked  bluish 
colour.  Around  this  the  skin  was  quite  normal,  except  that  it  had 
a  somewhat  spongy  feel.  There  was  a  small  nsevoid  spot  below  the 
main  tumour. 

Microscopically  its  stracture  is  seen  to  be  composed  mostly  of 
large  spaces,  the  walls  of  which  are  constructed  of  fibrous  tissue 
with  young  vessels,  and  have  an  endothelial  lining.  There  are 
patches  of  ill-developed  vessels  mixed  with  this  tissue. 

The  tumour  was  evidently  au  angeioma,  and,  although  compound 
in  type,  it  was  mainly  that  of  the  cavernous  variety. 

Maroh  Uh,  1890. 


11.    Cystic  squamous  celled  carcinoma  arising  in  a  sebaceous 
cyst  of  the  scalp.     [Card  specimen.) 

By  Samuel  G.  Shattock. 

THE  parts  shown  were  removed  by  Sir  William  Mac  Cormac 
in  December,  1889,  from  a  lady  aged  50,  from  over  the 
occipital  protuberance.  A  tumour  had  been  removed  by  Mr. 
Callender  from  the  same  situation  about  ten  years,  and  another  by 
Mr.  Heath  about  three  yeai's,  previously.  These  were,  doubtless, 
sebaceous  cysts.  The  growths  exhibited  appeared  about  a  year 
ago,  and  were  removed  by  Sir  William  Mac  Cormac. 

They  comprise  a  group  of  sebaceous  cysts  and  a  portion  of  the 
•scalp,  inseparably  connected  with  which  is  another  sebaceous  cyst 
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and  a  flattened  oval  tumour  about  one  and  a  lialf  inclies  in  horizontal, 
and  three  quarters  of  an  inch  in  vertical,  diameter.  The  contents 
of  the  separate  cysts  consist  of  comjDact  epithelium  in  which  traces 
of  lamination  are  in  places  discernible,  and  present  little  worthy  of 
note.  Microscopic  section  demonstrates  a  thin  wall  of  connective 
tissue  without  any  trace  of  internal  papillary  elevations.  On  this 
is  a  series,  about  twelve  deep,  of  flattened  epithelial  cells  with  well- 
stained  nuclei ;  and  beyond  this  the  substance  filling  the  cyst  is  a 
compact  mass  of  dead  epithelium  with  unstained  nuclei,  and 
fissured  so  as  to  present  a  somewhat  fibrous  look.  There  is  no 
columnar  set  of  ceUs  upon  the  cyst-wall,  the  very  first  being  flat, 
with  horizontally  directed  nuclei. 

Microscopic  sections  of  the  cyst  adherent  to  the  integument 
show  the  characters  of  squamous-celled  carcinoma.  From  the  cyst- 
wall  there  project  papillary  processes,  the  deepest  epithelial  cells 
of  which  form  a  single  columnar  layer  set  vertically  to  the  sub- 
jacent surface.  In  the  cell-mass  beyond  occur  well-marked  nests. 
The  process  of  secondaiy  cyst-formation,  which  is  more  evident  in 
the  chief  tumour,  is  readily  traceable  in  this,  where  its  earliest 
stages  may  be  observed,  and  it  consists  in  the  vacuolation  and  dis- 
tension of  certain  of  the  cells.  In  many  places  single  cells  in  the 
aggregate  of  epithelium  filling  the  cyst  show  the  change.  About 
the  nucleus  there  appears  a  clear  space,  the  former  being  often  bent 
semicircularly  and  flattened  round  i)art  of  the  latter. 

Where  a  considerable  group  of  cells  has  undergone  this  change 
to  any  marked  degree  there  results  an  open  meshwork  formed 
by  the  remains  of  the  distended  cells,  the  nuclei  of  which  are  no 
longer  recognisable.  The  largest  cells  so  distended  measure  about 
five  times  the  size  of  those  unaffected  by  the  change ;  the  cell-spaces 
subsequently  become  confluent  to  form  a  loculated  cavity. 

The  chief  tumour  is  of  the  same  nature,  and,  like  the  growth  just 
described,  has  doubtless  arisen  in  a  sebaceous  gland. 

Its  divided  surface  has,  macroscopically,  a  coarsely  alveolar  or 
cystic  structure,  some  of  the  spaces  (the  largest  of  which  have  a 
chief  diameter  of  '5  cm.)  being  empty,  some  filled  with  extravasated 
blood,  others  with  epithelium,  others  with  a  delicate  minutely 
reticulated  substance — the  vacuolated  epithelium.  This  cystic 
character  was  equally  obvious  when  the  tumour  was  divided  in  the 
recent  state,  so  much  so  as  to  suggest  its  being  some  form  of 
adenoma. 
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Histologically  the  fibrous  tissue  bounding  the  growth  on  the 
superficial  aspect  is  indistinguishably  continuous  with,  that  of  the 
corium,  but  the  general  epidermis  is  intact.  The  vacuolation  of 
the  epithelium  and  resulting  cjst-formation  have  reached  a  higher 
grade  than  in  the  neighbouring  cyst,  but  the  process  is  otherwise  of 
the  same  kind.  In  the  epithelium  filling  some  of  the  alveoli  there 
are  large  areas  of  compact  horny  cells. 

Dr.  Sharkey  has  put  on  record  a  case  of  cystic  carcinoma  of  the 
squamous-celled  kind  ('Path.  Trans.,'  vol.  xxxv)  in  which  the  cystic 
condition  "  appeared  to  be  due  simply  to  solution  of  the  tissue  which 
originally  held  the  epithelial  cells  together,  and  the  latter  were 
consequently  found  floating  free  in  tbe  fluid  which  filled  the  cysts," 
i.  e.  the  cyst-formation  resulted  from  solution  of  the  stroma,  and 
80  differs  from  that  under  consideration,  wliich  resembles  the 
process  by  which  vesiculation  is  brought  about  in  herpes  and  other 
inflammatory  conditions  of  the  skin. 

Mr.  Spencer  has  described  a  similar  change  as  producing  small 
cysts  in  the  epithelium  of  the  inner  surface  of  the  lip  ('  Path.  Soc. 
Trans.,'  vol.  xl),  and  has,  I  find,  similarly  compared  it  with  that  of 
vesiculation.  May  6th,  1890. 


12.  Epithelioma  of  lower  eyelid  {?  crateriform  ulcer). 
By  H.  Betham  Eobinson. 

THE  specimen  was  removed  from  a  strong,  healthy  man,  aged  72, 
who  was  admitted  into  hospital  in  December,  1888.  A  small 
hard  lump  had  first  appeared  about  a  year  before  on  the  left  lower 
eyelid  ;  there  was  no  history  of  a  mole  having  been  there  previously. 
Its  growth  had  been  gradual.  There  had  been  no  pain,  but  it  had 
caused  considerable  annoyance  owing  to  the  impairment  of  move- 
ments of  the  lower  lids.  No  treatment  had  succeeded  in  reducing 
the  growth.     The  patient's  mother  died  of  cancer  of  the  breast. 

On  admission  there  was  a  small  firm  tumour  on  the  outer  half  of 
the  eyelid,  which  reached  to  about  a  quarter  of  an  inch  from  the 
edge  of  the  lid.  It  was  somewhat  circular,  about  the  size  of  a  six- 
pence ;  its  surface  was  convex,  being  raised  in  the  centre  a  quarter 
of  an  inch  from  tbe  surrounding  skin.  It  was  reddened  and 
granular  over  that  portion  of  the  surface  which  was  not  covered 
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w-ith  dried  exudation,  and  it  appeared  like  a  granuloma.  Its  edge 
was  well  defined,  except  on  the  inner  side,  where  there  was  a  little 
tendency  to  undermining,  hut  there  was  no  induration.  The  whole 
growth  was  freely  moveable  on  the  deep  tissues.  There  were  no 
enlarged  glands. 

The  growth  was  removed  on  December  14th,  a  fairly  wide  limit 
being  given  on  the  inner  side,  where  there  was  the  undermining. 
It  was  very  easily  detached  from  the  connective  tissue  beneath.  To 
remedy  the  ectropion  which  seemed  inevitable,  an  immediate  plastic 
operation  was  done  to  fill  up  the  gap.  The  wound  healed  by  first 
intention. 

Histologically  the  section  shows  an  epithelium  of  the  squamous 
type  making  up  the  b«lk  of  the  growth.  Mixed  with  this  is  a 
considerable  amount  of  inflammatory  cells,  but  the  most  marked 
feature  is  masses  of  very  vascular  granulation-tissue,  which  in  some 
places  run  from  the  surface  to  the  base  of  the  growth.  The  epi- 
thelium next  to  these  masses  is  columnar  in  form,  which,  after  two 
or  three  layers,  passes  into  an  epithelium  composed  almost  entirely 
of  "prickle-cells"  There  are  very  few  "birds'  nests"  to  be 
detected  in  the  growth,  and  these  show  no  corneous  centres.  The 
whole  of  the  epithelium  appears  much  younger  and  softer  than  that 
usually  met  with  in  skin  epitheliomata,  resembling  that  met  with 
in  the  deeper  layers  of  the  skiu.  The  growth  has  a  margin 
fairly  well-defined  from  the  connective  tissue  beneath.  There  are 
several  sebaceous  glands,  hair-follicles,  and  sudoriparous  glands  at 
the  margin  of  the  growth.  The  epithelium  on  one  side  of  the 
section  has  a  very  intimate  relation  with  the  inner  root-sheath  of  a 
hair-follicle,  the  soft  cells  of  the  inner  sheath  having  undergone 
extensive  proliferation. 

Within  the  last  few  days  I  have  heard  from  the  patient's  doctor, 
and  he  writes  that  there  is  no  sign  of  any  recurrence  about  the 
wound,  but  there  is  a  slightly  enlarged  gland  just  in  front  of  the  ear 
which  is  freely  moveable  from  structures  around. 

Bemarks. — The  growth  appears  to  be  an  early  stage  of  the 
"crateriform  ulcer"  described  by  Mr.  Hutchinson  in  the  last 
volume  of  the  '  Transactions.'  It  seems  to  agree  with  his  cases 
almost  exactly  in  its  clinical,  and  more  particularly  in  its  histolo- 
gical characters,  but  here  there  are  two  marked  points  of  difference : 
in  the  first  place  the  rate  of  growth  is  slower,  and  secondly  there  is 
apparently  recurrence  in  glands. 
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The  diflBculty  in  this  case  is  as  to  the  starting-point  of  the  new 
growth.  Its  histology  is  distinctly  different  from  an  ordinary  skin 
epithelioma,  there  being  no  well-marked  tubular  processes  of  epi- 
thelium passing  down  into  the  connective  tissue,  nor  epithelial 
nests  as  are  usually  met  with.  Here  the  nests  are  scanty  and  ill- 
defined,  and  there  is  the  admixture  in  the  growth  of  such  an 
amount  of  granulation  tissue.  Does  the  growth  start  from  some 
skin  appendage,  such  as  sebaceous  gland  or  hair-follicle  ?  An 
origin  from  the  former  we  may  dismiss,  for  I  think  we  should 
expect  such  a  new  growth  to  take  on  moi'e  the  type  of  a  glandular 
carcinoma.  With  regard  to  the  latter  origin  it  is  difficult  to  say, 
as  we  know  nothing  about  such  epitheliomata,  nor  can  we  see  how 
they  would  be  distinguished  from  an  epithelioma  beginning  in  the 
skin.  There  is  one  point  in  the  specimen  that  suggests  such  an  origin 
where  in  connection  with  the  root-sheath  of  a  hair  at  the  margin  of 
the  growth  there  is  marked  proliferation  of  its  cells  ;  but  it  is  impos- 
sible to  say  whether  this  feature  has  any  connection  with  the  origin 
of  the  growth,  or  if  the  root-sheath  has  only  become  involved 
secondarily  in  the  new  growth.  February  4th,  1890.  • 

Report  by  the  Morbid  Growths  Committee  on  Dr.  Robinson'' s  Epi- 
thelioma of  the  Eyelid. — The  clinical  characters  seem  to  correspond, 
as  Dr.  Kobinson  remarks,  with  those  attributed  by  Mr.  Hutchinson 
to  "craterifonn  ulcer,"  but  the  histological  characters  of  the  speci- 
men are  different. 

We  do  not  find  any  true  nests  or  pearls  ;  there  are  collections  of 
large  epithelial  cells  having  a  concentric  arrangement,  but  this 
seems  determined  rather  by  the  site  in  which  the  cells  are  formed 
than  upon  any  inherent  peculiarity  in  the  growth. 

As  regards  the  so-called  new  formation  of  granulation  tissue,  it 
is  true  that  there  is  between  the  epithelial  masses  a  connective 
tissue  composed  mainly  of  small  inflammatory  cells,  and  containing 
thin- walled  vessels ;  but  there  appears  to  us  to  be  no  reason  for 
regarding  this  as  other  than  the  altered  connective  tissue  of  the 
skin.  There  is  everywhere  in  glands,  hair-follicles,  and  in  the  con- 
nective tissue,  evidence  of  proliferation,  all  of  which  we  would 
attribute  to  the  effect  of  the  epithelial  growth  and  the  attendant 
suppuration.  As  to  the  resemblance  of  this  specimen  to  those 
exhibited  and  named  by  Mr.  Hutchinson  "  crateriform  ulcer,"  we 
would  point  out  that  this  observer  showed  but  one  microscopic  sec- 
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tion  from  one  case,  and  that  this  exhibited  well-marked  nests  and 
the  other  histological  characters  of  an  epithelioma,  as  is  stated  in 
the  report  of  the  Morbid  G-rowths  Committee. 

The  present  specimen  is,  we  think,  similar  to  others  which  are 
found  on  the  forehead  and  face,  and  show  like  this  a  tendency  to 
a  lobulated  arrangement  of  the  epithelial  cells,  and  are  distinct 
from  rodent  ulcer.  In  conclusion,  we  are  of  opinion  that  the 
specimen  is  one  of  squamous-celled  carcinoma,  modified  by  its 
situation  and  by  the  suppurative  process. 

Charteks  J.  Symonds. 

Anthony  A.  Bowlby. 

Seymour  J.  Sharkey,  Chairman, 


13.  Melanotic  epithelioma. 
By  Anthony  A.  Bowlby. 


SD — ,  a  woman  aged  55,  was  admitted  into  President  Ward  of 
•     St.  Bartholomew's  Hospital  under  the  care  of  Mr.  Willett 
on  November  28th,  1889. 


WOODCFT    12. 


She  slated  that  two  years  previously  she  noticed  the  nail  of  the 
great  toe  growing  black,  and  after  a  short  time  the  nail  itself  came 
oflE  and  left  an  open  sore.     Since  that  time   the   blackness  had 
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spread  slowly  to  the  pulp  of  the  toe  and  to  the  knuckle.  The 
growth  had  been  painless.  The  personal  and  family  histories  were 
unimportant. 

An  examination  showed  that  the  great  toe  of  the  right  foot  was 
much  enlarged.  The  site  of  the  nail  was  occupied  by  an  irregular 
ulcer  with  a  dark  red-brown  base  and  raised  edges.  The  neigh- 
bouring skin  for  a  distance  of  about  half  an  inch  was  black,  but 
otherwise  natural.  The  rest  of  the  foot  was  healthy.  There  were 
no  glandular  enlargements  or  secondary  growths. 

The  toe  was  amputated  and  examined  microscopically. 

The  section  showed  that  the  rete  Malpighii  of  the  skin  for  some 
distance  away  from  the  growth  was  infiltrated  with  pigment ;  that 
the  interpapillary  processes  differed  more  and  more  as  they  neared 
the  seat  of  ulceration,  and  that  at  the  latter  place  there  was  an  in- 
filtration of  the  subepithelial  tissues  with  columns  of  large  epithelial 
cells  enclosed  in  an  alveolated  matrix.  The  pigment  was  found  in 
both  the  cells  and  the  matrix. 

The  case  differed  from  those  of  melanotic  sarcoma  in  its  duration 
for  so  long  a  period  as  two  years,  in  its  early  ulceration,  in  the 
extensive  pigmentation  of  the  neighbouring  skin,  and  in  the  absence 
of  secondary  growth  in  the  glands  and  in  other  parts  of  the  body. 
It  differed  also  microscopically  in  that  its  structure  was  epithelial. 

April  15th,  1890. 


14.  Melanotic  carcinoma  and  melanomata  of  doubtful  character. 

By  E.  Solly,  MB. 

[With  Plate  XXI,  fig.  2.] 

THE  specimen  of  melanotic  carcinoma  exhibited  was  removed  by 
Mr.  Walter  Edmunds,  in  St.  Thomas's  Home,  from  a  female 
aged  41.  It  had  been  noticed  for  about  a  year.  It  was,  when  re- 
moved, about  the  size  of  a  small  walnut,  and  the  inguinal  glands 
were  infected. 

The  primary  growth  at  first  sight  appeared  to  be  an  alveolar 
sarcoma,  but  on  closer  examination  the  surface  epithelium  can  be 
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traced  down  into  the  tumour  by  ingrowing  columns  which  are 
directly  continuous  with  the  alveolar  cell  groups.  Pigmentation  is 
very  shghtly  present. 

The  secondary  growth  is  also  alveolar,  the  cells  being  large  and 
of  epithelial  type.  A  number  of  pigment-cells  are  present — 
chiefly  in  the  large  cells  which  form  part  of  the  stroma,  but  also 
among  the  epithelioid  cells  in  the  alveoli. 

Melanotic  tumours  of  the  vulva  are  certainly  rare,  more  so  than 
might  have  been  expected  considering  the  amount  of  pigment 
normally  present.  Cases  are  reported  by  Breschet  (1821) — a  case 
with  multiple  melanotic  nodules  on  the  vulva  and  secondary  infec- 
tion of  lymph-glands.  Lebert  ('  Des  Maladies  Cancereuses,'  1831) 
quotes  twenty  cases  of  true  cancer  of  the  skin,  including  three 
of  the  vulva,  all  melanotic ;  and  other  cases  are  reported  by 
MacClintock  ('Dublin  Med.  Soc.  Trans.,'  1862),  Bailly  (' Gaz. 
Hebdomad.,'  1868),  Terrillon  ('Ann.  de  Gjnasc.,'  Paris,  1886), 
Green  ('New  York  Jouru.  Med.,'  1844,  ii),  Martin  ('Berlin, 
klinisch.  Wocheuschrift,'  1881),  and  others. 

The  structure  of  the  growths  is  stated  to  be  sarcoma  in  several ; 
and  in  the  others  spoken  of  as  "  cancers  "  the  structure  is  doubtful, 
for  most  were  published  before  the  introduction  of  the  present 
classification  of  malignant  tumours. 

WOODCTJT   13. 


I  have  only  been  able  to  examine  two  specimens  myself — one 
being  the  specimen  exhibited  to-night  as  carcinoma,  the  other  a 
specimen  in  St.  George's  Hospital  Museum  which  the  committee 
kindly  gave  me  permission  to  examine.  Unfortunately,  like  most 
museum  specimens,  it  has  probably  been  macerated  before  being 
put  up,  so  that  I  cannot  come  to  any  definite  conclusion  as  to  its 
nature.   The  growth  is  alveolar  in  arrangement,  and  contains  many 
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large  pigment-cells,  but  the  relation  of  the  tumour  to  the  skin 
cannot  be  made  out. 

In  older  works  on  pathology  melanotic  cancers  are  described, 
and  many  cases  so  described  have  been  shown  at  the  Pathological 
and  other  Societies  ;  but  in  most  instances  no  microscopical  exa- 
mination was  made,  and  the  term  cancer  was  used  to  include  many 
tumours  which  would  be  called  sarcomata  now. 

There  appears  to  be  a  tendency  amongst  many  modern  patho- 
logists to  consider  melanotic  tumours  as  almost  necessarily  sarco- 
mata, the  existence  of  melanotic  epithelioma,  or  rather  carcinoma, 
being  ignored.  I  feel  sure,  however,  that  some  cases  are  of  epithelial 
origin  (besides  Mr.  Bowlby's  specimens  and  my  own,  a  case  re- 
ported by  Mr.  Heath  in  '  Path.  Soc.  Trans.,'  vol.  xix,  appears  to  be 
an  example  of  this)  ;  and  of  the  rest,  while  many  are  evidently 
sarcomata  of  ordinary  characters,  some  which  grow  in  the  true 
skin  in  close  relation  to  the  epidermis  are  to  be  explained  in  a 
different  way  (Fig.  13). 

It  is  to  this  latter  class  that  I  have  devoted  most  attention,  and 
in  all  that  I  have  examined  I  have  found  an  alveolar  arrangement 
in  the  tumour,  the  cells  being  intermediate  in  character  between 
epithelium  and  connective  tissue,  and  passing  by  a  gradual  transi- 
tion on  the  one  hand  into  the  Malpighian  layer  of  the  skin,  and  on 
the  other  into  the  connective  tissue  with  which  the  stroma  was 
continuous,  there  being  no  abrupt  boundary  line  on  either  hand 
such  as  always  exists  so  sharply  outlined  normally  between  tissues 
of  epiblastic  and  mesoblastic  origin. 

The  cells  in  the  alveoli  are  usually  of  ejjithelial  type.  They  lie 
aggregated  together  in  masses,  the  vessels  of  the  tumour  lying  in 
the  stroma  forming  the  alveoli,  and  the  boundary  line  between  the 
alveolar  wall  and  the  contained  cell-groups  being  at  many  points 
as  sharp  as  it  is  between  the  cancerous  cells  invading  a  lymph- 
gland  and  the  stroma  of  the  gland.  I  attach  no  particular  import- 
ance to  the  situation  of  the  pigment,  for  it  is  found  in  the  stroma, 
in  the  cell-groups  in  the  alveoli,  and  in  the  normal  epidermis 
covering  the  tumours. 

The  pigmented  moles  in  which  these  tumours  so  frequently  arise 
are  obviously  due  to  arrested  or  perverted  development,  and  it  is 
reasonable  to  suppose  that  the  cells  composing  them  have  had 
their  development  arrested  before  becoming  differentiated  suffi- 
ciently to  be  classed  with  epiblasfc  or  mesoblast. 
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We  have  only  to  go  back  early  enough  to  find  only  two  blasto- 
dermic layers,  epi-  and  hypo-blast,  between  which  the  mesoblast  is 
developed,  probably  to  a  great  exteut,  by  budding  off  from  the 
under  surface  of  the  former.  If  some  of  the  cells  thus  formed 
retained  the  pigment-forming  function  we  should  have  a  pig- 
mented mole,  consisting  of  almost  undifferentiated  cells,  a  likely 
point  of  oiigin  for  a  malignant  tumour,  which  would  present 
characters  intermediate  between  epiblastic  and  mesoblastic  tissue. 

The  view  is  on  the  lines  of  Cohnheim's  theory,  and  has  been 
urged  by  Billroth  in  explanation  of  certain  alveolar  melanotic  breast 
tumours  (Billroth  and  Luecke,  p.  57). 

A  specimen  shown  by  Dr.  Mott  ('  Path.  Soc.  Trans.,'  vol.  xxxvii) 
is  apparently  a  good  instance  of  a  melanotic  growth  intermediate  in 
characters  between  sarcoma  and  carcinoma.  To  be  sure  it  did  not 
commence  in  a  mole,  but  at  the  muco-cutaneous  junction  on  the 
lip,  a  point  at  which  developmental  errors  are  frequent. 

I  have  examined  a  large  number  of  pigmented  moles,  and  find 
that  many  consist  for  the  most  part  of  large  cells  grouped  in 
masses,  suggesting  to  some  extent  the  alveolar  melanotic  growth 
of  which  I  have  shown  specimens.  Further,  they  frequently 
contain  below  the  epidermic  covering  small  detached  epithelial 
"  pearls  "  or  cell  clusters,  usually  pigmented. 

As  Sir  James  Paget  has  noted,  these  moles,  though  not  unfre- 
quently  becoming  the  seat  of  melanotic  tumours,  are  seldom 
affected  with  any  other  form  of  new  growth. 

Melanotic  tumours  of  the  eye  are  outside  the  scope  of  the  present 
paper,  but  I  may  remark  tbat  I  have  examined  a  large  number  of 
specimens  from  Moorfields  through  the  kindness  of  Mr.  J.  B.  Law- 
ford,  and  have  found  one  at  least  in  which  the  shape  and  arrange- 
ment of  the  cells  closely  resemble  an  epithelial  structure.  That 
the  majority  are  sarcomata  I  think  there  is  little  doubt,  but  when 
we  remember  the  complex  development  of  the  eye  from  epiblastic 
and  mesoblastic  tissue,  it  is  not  unreasonable  to  expect  to  find 
tumours  of  both  kinds  of  tissues,  or  of  an  intermediate  form,  the 
presence  of  pigment  being  no  obstacle,  for  we  know  it  is  present 
in  the  tapetum  nigrum  of  the  retina  as  well  as  in  the  choroidal 
cells. 

I  had  hoped  that  the  early  occurrence  of  glandular  infection 
might  prove  a  diagnostic  sign  of  the  carcinomatous  character,  but 
after  examining  specimens  I  find  that  it  seems  to  be  as  fi'equently 
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present  in  cases  of  ordinary  spiudle-celled  melanotic  sarcomata  as 
in  those  of  epithelial  or  doubtful  nature. 

I  may  note  in  conclusion  that  I  have  examined  the  pigment  in 
all  cases,  and  have  found  it  to  give  the  reactions  of  melanin, 
having  no  resemblance  to  blood-pigment  and  its  immediate  deri- 
vatives. April  I5th,  1890. 


X.  MISCELLANEOUS   SPECIMENS. 

1.  Case  of  parasiticism  by  psorospermia. 
By  A.  QiTARET  SiLcocK,  M.B.,  B.S. 

THE  patient  from  whose  body  the  specimens  exhibited  were  ob- 
tained, a  woman  aged  50,  was  admitted  to  St.  Mary's  Hospital, 
under  the  care  of  Dr.  Broadbent,  seven  days  before  death. 

The  illness  dated  from  a  "  chill "  taken  six  weeks  before  admis- 
sion to  the  hospital.  The  symptoms  consisted  in  pains  in  the 
limbs,  nausea  and  occasional  sickness,  slight  diarrhoea,  tenderness 
over  the  liver  and  spleen,  continued  fever  with  slight  daily  remis- 
sion, the  temperature  varying  between  101°  and  103°  each  day 
whilst  she  was  under  observation  ;  the  urine  was  albuminous  ;  the 
splenic  and  liver  dulness  increased ;  the  tongue  coated  with  brown 
fur  becoming  dry,  and  the  breath  foul.  Death  resulted  from 
cardiac  failure. 

The  necropsy  was  made  eighteen  hours  after  death,  in  the  middle 
of  July,  1889. 

The  liver  was  much  enlarged,  weighing  83  oz. ;  in  its  substance 
were  a  number  of  caseous  foci  arranged  in  groups,  for  the  most 
part  near  the  surface,  some  lying  immediately  beneath  the  capsule  ; 
around  each  caseous  focus  was  a  well-marked  red  ring  of  inflamma- 
tory congestion.  The  spleen  was  enlarged,  weighing  16  oz.,  and  ex- 
hibited similar  caseous  foci,  varying  in  size  from  a  pin's  head  to 
that  of  a  pea,  but  generally  larger  than  those  in  the  liver,  and  more 
evenly  distributed  through  the  splenic  substance. 

In  the  mucous  membrane  of  the  ileum  were  foiind  six  papule- 
like elevations  with  circumferential  inflammatory  zone  ;  also  in  the 
large  intestine  were  deeply  congested  patches  of  mucous  membrane 
from  1  to  3  inches  square.  A  small  pneumonic  area  existed 
in  the  anterior  border  of  the  left  lung.     The  other  organs  and 
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tissues  presented  no  noteworthy  changes  except  those  associated 
with  fever. 

The  naked-eye  post-mortem  appearances  to  a  certain  extent  re- 
sembled those  of  tuberculosis,  but  differed  therefrom  in  character, 
situation,  and  the  very  limited  generalisation  of  the  lesions  ;  on  the 
other  hand,  they  closely  corresponded  with  those  described  by 
Leuckart  as  obtaining  in  cases  of  parasiticism  in  man  and  rabbits 
by  the  Ooccidium  oviforme. 

On  microscopical  examination  the  caseous  nodules  consisted 
largely  of  agglomerations  of  small,  oval,  egg-like  bodies,  with 
granular  contents  and  well-marked  capsule,  which  were  identical 
in  every  respect  with  the  coccidia  as  described  by  that  author. 
They  were  seen  in  the  liver-cells  and  in  the  bile-ducts,  to  a  certain 
extent  following  the  distribution  of  the  latter,  and  when  massed 
together  were  encapsuled  by  inflammatory  tissue. 

As  noticed  by  Leuckart,  the  coccidia  were  not  found  in  the  psoro- 
spermial  stage  in  the  xeceni  post-mortem  specimens  examined.  On 
cultivating  the  coccidia,  however,  by  keeping  small  affected  portions 
of  the  organs  in  water  at  an  equable  temperature  in  a  warm 
room  or  incubator,  psorospenns  were  freely  developed.  After 
two  months'  cultivation  they  were  sought  for  and  identified.  At 
the  end  of  four  months  the  development  of  the  psorosperms  ceased, 
probably  by  reason  of  the  fact  that  the  cultivations  were  accidentally 
exposed  to  a  sharp  frost  late  in  November,  the  tubes  containing  them  - 
having  been  allowed  to  remain  on  a  bench  in  the  laboratory  near  a 
window  during  the  night. 

It  was  a  remarkable  fact  that  the  development  of  the  psoro- 
sperms, as  noticed  by  Leuckart,  went  on  in  a  weak  solution  of 
bichromate  of  ammonium,  such  as  that  employed  for  hardening 
purposes ;  probably  the  resistance  and  toughness  of  the  coccidium 
capsule  explained  this  occurrence,  as  well  as  the  difficulty  experi- 
enced in  getting  the  organism  to  take  any  of  the  stains  in  ordinary 
use. 

The  histological  characters  of  the  liver  and  splenic  lesions  are 
admirably  given  in  Leuckart's  work,  and  to  his  descriptions  there 
is  nothing  at  present  to  add.  As  stated  above,  the  coccidia  were 
present  in  the  bile-ducts,  and  their  topographical  distribution  in 
the  liver  seemed  to  be  regulated  by  the  latter  ;  but  it  may  be 
remarked  that  the  only  intestinal  lesions  found  were  far  away 
from  the  duodenum.     Their  presence  in  the  spleen  could  only  be 
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accounted  for  on  the  su^^positiou  tbat  they  had  been  carried  there 
by  the  blood-stream. 

This  was  the  first  case  of  the  kind  which  has,  so  far  as  I  am 
aware,  come  under  my  notice ;  but,  from  the  marked  primd  facie 
resemblance  of  the  lesions  found  post  mortem  to  those  of  tubercu- 
losis, I  think  it  was  by  no  means  improbable  that  the  nature  of  the 
disease  had  occasionally  been  overlooked ;  and  I  cannot  doubt  but 
that  it  is  very  much  commoner  than  was  generally  imagined. 

I  am  much  indebted  to  Mr.  Rogers,  of  St.  Mary's  Hospital,  for 
the  excellent  specimens  which  were  before  the  Society,  and  for  the 
working  out  of  the  case  generally.  December  17th,  1889. 


2.  Psorospermia  in  relation  to  tumour  formation. 
By  Walter  K.  Sibley,  M.B.Cantab. 

PsoROSPEKMiA  having  been  the  subject  of  several  papers  read 
before  tliis  Society  during  the  present  session,  and  they  having 
raised  a  considerable  amount  of  interest  as  to  their  pathological 
significance,  I  thought  it  might  be  worth  while  bringing  forward 
one  or  two  specimens  of  the  disease  occurring  in  lower  animals. 

The  first  case  is  that  of  a  fish,  namely,  a  carp.  This  specimen  I 
found  in  a  pathological  museum  in  Germany ;  it  was  labelled 
"  Multiple  Sarcoma."  Being  much  interested  in  tumours  occurring 
in  lower  animals,  I  obtained  permission  from  the  professor  to 
examine  it  more  minutely.  It  presented  several  tumours,  mostly 
the  size  of  marbles,  scattered  about  in  the  muscles.  They  occurred 
usually  close  to  the  surface  of  the  body,  forming  marked  tumours 
on  the  exterior,  but  some  were  found  deeper  in  the  substance  of 
the  musculature.  Upon  section  the  substance  of  all  the  tumours 
was  exceedingly  soft  and  friable,  and  very  granular  in  appearance. 
The  liver  and  some  of  the  other  viscera  had  unfortunately  been 
removed,  and  so  one  cannot  say  whether  or  no  any  deposits  occurred 
in  them. 

The  caecum  contained  many  intestinal  worms  of  various  sizes, 
all  bf'ing  firmly  attached  to  the  walls  of  the  intestine,  and  in  most 
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cases  their  beads  were  deeply  embedded  in  the   substance  of  the 
mucous  membrane. 

Microscopically  the  tumours  consist  entirely  of  psorosperms  lying 
in  the  muscles.  Many  of  the  muscle- fibres  in  the  neighbourhood 
are  ruptured,  and  are  seen  to  be  undergoing  fatty  and  waxy  degene- 
ration ;  they  have  also  scattered  among  them  numbers  of  small, 
oval,  non-staining  nucleated  bodies.  The  organisms  are  arranged 
in  no  particular  order,  merely  clustered  together  in  groups  enclosed 
by  bundles  of  fibrous  tissue  forming  a  number  of  loculi,  containing 
the  psorosperms,  the  whole  forming  the  tumour.  None  of  these 
organisms  could  be  found  in  the  walls  of  the  intestines,  although 
carefully  looked  for  under  the  microscope. 

The  second  specimen  is  from  a  rabhit.  In  this  case  the  liver  is 
studded  with  small  whitish  nodules,  in  size  from  a  pin's  head  to  a 
pea.  Upon  section  these  are  very  soft,  and  from  the  larger  some 
creamy  fluid  exudes  upon  section.  There  was  no  visible  lesion  in 
the  heart,  but  there  were  some  patches  of  consolidation  in  the  lungs. 
A  large  portion  of  one  lung  was  solid  with  pneumonia.  The  other 
viscera  were  not  seen. 

Microscopically  the  lungs  presented  considerable  thickening  of 
the  walls  of  the  bronchi  and  much  peribronchial  infiltration  of 
small  round  cells.  In  places  consolidation  of  the  catarrhal  type 
was  seen. 

No  psorosperms  could  be  found  in  the  lungs.  Sections  of  the 
liver  under  the  microscope  show  very  clearly  not  only  the  distinct 
presence  of  the  organisms  within  the  lumen  of  the  bile-ducts, 
together  with  a  marked  proliferation  of  the  endothelial  cells,  as 
recently  emphasised  by  Dr.  Delepiue  in  his  valuable  paper  on  this 
subject  read  before  this  Society,  but  also  there  appears  to  be  a 
considerable  actual  proliferation  of  the  bile-ducts  themselves. 

When  working  at  these  specimens  some  months  ago  I  came 
across  a  specimen  of  what  appeared  to  be  an  early  stage  of  adenoma 
in  the  liver  of  man,  and  so  similar  did  the  appearances  of  this  liver 
with  its  localised  tumour  formation  approach  the  appearance  of 
the  liver  of  the  rabbit  in  question,  that  I  made  drawings  of  the  two 
side  by  side  for  comparison,  the  minute  structure  being  so  similar 
that,  when  the  loose  psorosperms  from  the  rabbit's  liver  were  washed 
out,  the  two  specimens  closely  resembled  one  another.  (These 
specimens  are  placed  under  neighbouring  microscopes  for  com- 
parison.) 
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lu  some  places  the  psorosperms  are  seen  apparently  lying  in  the 
degenerated  endothelial  cells  of  the  bile-ducts,  and  often  quite  filling 
the  lumen  of  the  same. 

That  glandular  structures  may  proliferate  under  the  influence  of 
direct  stimulation  of  substances  in  the  blood  or  other  tissues  has 
long  been  recognised.  Thus  Zeigler,  in  the  section  of  his  '  Patho- 
logical Anatomy '  devoted  to  neoplasms,  and  speaking  of  atypical 
glandular  proliferation  and  adenomata,  says,  "  When  the  liver  is 
the  seat  of  what  we  call  chronicinflammatory  processes  there  often 
occurs  a  marked  proliferation  of  the  bile-ducts,  which  liave  a  regene- 
rative hyperplastic  appearance  of  a  physiological  new  tissue  forma- 
tion, producing  hepatic  enlargement.  This,  however,  does  not 
form  quite  typical  liver-tissue,  but  only  a  collection  of  new  bile- 
ducts,  whose  nature  deviates  more  or  less  from  the  normal  type.  In 
the  same  way  in  the  mucous  membrane  in  the  region  of  new  fibrous 
tissue  formations  there  is  often  a  proliferation  of  the  glandular 
structures,  which  produces  in  some  parts  typical,  but  in  most  parts 
more  or  less  atypical  glandular  tissue." 

In  the  specimens  from  tlie  rabbit's  liver  there  is  seen  in  places 
what  may  be  spoken  of  as  adenomata,  produced  by  a  proliferation 
of  the  bile-ducts  from  the  presence  in  their  interior  of  psoro- 
sperms. 

Whether  it  would  be  possible  for  the  process  of  proliferation  of 
bile-ducts  to  proceed  beyond  the  actual  region  of  parasitic  irritation 
— that  is,  whether  the  process  of  new  tissue  formation  once  started 
in  this  way  could  proceed  indefinitely — is  not  at  present  known. 

In  the  case  of  the  fish  the  formation  of  tumours  in  the  muscles 
is  due  to  the  actual  collected  masses  of  the  j)rotozoa  themselves. 
In  the  rabbit's  liver  the  organisms  form  but  a  part  of  the  tumour 
formation,  the  chief  part  being  the  growth  of  new  tissue  in  relation 
to  them. 

Thus  two  essentially  different  neoplastic  formations  may  appa- 
rently be  produced  by  the  same  organism  or  its  spores. 

The  occurrence  of  these  hepatic  tumours  was  recognised  as  early 
as  1839  by  Hake,  who,  in  a  monograph  on  carcinoma,  writes, 
"  There  is  a  disease  of  the  liver  in  the  rabbit  which  consists  of  carci- 
nomatous enlargements  of  the  ducts,  but  manifests  itself  under  the 
apparent  form  of  small  abscesses.  This  is  owing  to  dilatation  of 
the  ducts  which  occurs  at  regular  intervals.  The  pus  from  these 
abscesses  consists  of  ovate  corpuscles,  several  times  larger  than  the 
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globules  of  ordinary  pus."  From  the  figures  of  these  bodies  which 
he  gives  with  his  paper,  there  can  be  no  doubt  that  they  were  the 
coccidia. 

The  chief  physical  character  by  which  these  orgauisms  can  be 
distinguished  from  other  normal  cells  or  pathological  structures, 
such  as  the  products  of  cell-degeneration,  &c.,  is  their  resistance  to 
the  action  of  acids  or  alkalies,  and  to  the  common  methods  of 
staining,  such  as  carmine  or  hsematoxylin.  They  may  be  very 
faintly  stained  with  alum-carmine,  and  will  take  a  pale  yellow  colour 
after  a  prolonged  stay  in  picro-carmine  solution. 

They  can  be  stained  by  Weigert's  method  for  micro-organisms  by 
a  prolonged  stay  in  the  aniline  dye  solution,  and  a  rapid  and  not 
complete  removal  of  the  colour  with  aniline  oil.  If  previous  to 
this  process  the  tissue  be  stained  in  picro-  or  alum-carmine  a  good 
contrast  stain  is  obtained,  as  shown  under  some  of  the  microscopes. 
They  will  also  stain  with  G-ram's  or  Neelsen's  method. 

But  little  is  at  present  known  concerning  the  life  history  of 
coccidia.  In  examining  fresh  specimens  from  the  rabbit's  liver  a 
complete  series  of  forms  may  be  traced,  from  a  more  or  less  flattened 
body  gradually  filling  out  and  going  through  the  stages  of  moon- 
shaped  bodies  up  to  the  regular  oval  structures  of  the  adult  coccidia. 
Whether  these  concave  semicircular  bodies  are  stages  in  the  deve- 
lopment of  coccidia  yet  remains  to  be  proved.       May  20th,  1890. 


3.  Two  cases  of  persistent  thyroid  duct. 
By  Raymond  Johnson,  M.B. 
[With  Plate  XX.] 

AM  indebted  to  Mr.  Beck  and  Mr.  Barker  for  permission  to  bring 
forward  these  cases. 

The  first  is  that  of  a  girl  aged  fifteen  years,  who  at  the  age  of 
ten  noticed  a  small  swelling  in  the  middle  line  of  the  front  of  the 
neck,  which  appeared  after  a  severe  sore  throat.  After  being  for 
some  time  painted  with  iodine  it  was  opened,  and  pus  evacuated. 
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It  healed  for  a  time,  but  at  frequent  intervals  a  slight  discharge  of 
pus  occurred  from  a  small  opening. 

When  the  patient  was  admitted  into  University  College  Hospital 
on  January  27th,  1890,  there  was  a  small  depressed  sinus  in  the 
middle  line  of  the  neck,  1|  inches  above  the  sternum,  from  which 
an  occasional  drop  of  pus  was  discharged.  The  skin  between  the 
sinus  and  the  sternum  was  scarred.  From  the  opening  a  rounded 
cord  could  be  traced  upwards  to  the  lower  border  of  the  hyoid  bone, 
beneath  which  it  disappeared. 

On  January  30th  the  fibrous  cord  was  dissected  out ;  it  lay 
beneath  the  deejj  fascia  between  the  stenio-hyoid  muscles,  and  at 
its  upper  end  was  firmly  attached  to  the  posterior  aspect  of  the 
hyoid  bone.  The  wound  healed,  except  at  one  spot,  from  which  an 
occasional  drop  of  mucus  continued  to  discharge. 

On  March  10th  a  fine  probe  could  be  passed  upwards  and  back- 
wards for  more  than  half  an  inch  above  the  hyoid  bone.  The 
galvano-cautery  was  twice  applied,  but  on  April  15th  the  slight 
mucous  discharge  continued. 

The  rounded  cord  excised  measured  in  the  recent  state  nearly  an 
inch  in  length,  and  was  equal  in  calibre  to  a  No.  6  English  catheter. 
It  contained  a  fine  lumen  in  its  whole  length.  It  consists  of  con- 
centric layers  of  fibrous  tissue,  and  is  lined  on  its  inner  surface 
with  a  thick  layer  of  stratified  epithelium,  having  in  parts  a  very 
distinct  papillary  arrangement.  There  are  no  glands.  The  fibrous 
tissue  immediately  beneath  the  epithelium  is  infiltrated  with  small 
round  cells. 

The  second  case  is  that  of  a  female  child  aged  six  years,  in  the 
middle  line  of  whose  neck  a  small  swelling  appeared  at  the  age  of 
four  years.  It  soon  burst,  and  had  continued  to  discharge  small 
quantities  of  matter. 

On  admission  to  University  College  Hospital  there  was  a  de- 
pressed sinus  over  the  front  of  the  thyroid  cartilage,  from  which  a 
rounded  cord  could  be  felt  running  upwards  to  the  hyoid  bone. 
The  treatment  was  the  same  as  in  the  last  case,  the  cord  being 
found  firmly  adherent  to  the  hyoid  bone.  The  wound  healed  by 
first  intention.  The  fibrous  cord  contained  a  fine  lumen,  but  no 
epithelial  lining  could  be  demonstrated. 

It  is  probable  that  in  each  of  these  cases  the  condition  found 
may  be  explained  by  supposing  the  lower  part  of  the  thyro-hyoid 
duct  to  have   been  only  partially  obliterated.     lu  each  case  the 


DESCRIPTION  OF  PLATE  XX. 

To  illustrate  Mr.  Jobiison's  specimen  of  Persistent  Thyroid 
Duct.     (Page  325.) 

From  a  drawing  by  Mr.  C.  F.  Beadles. 

Fig.  1. — Section  tluough  duct,  showing  lining  of  stratified  epitbeliiiui  with 
well-marked  papillary  arrangement.  There  is  considerable  round-celled  infiltra- 
tion of  the  fibrous  wall  of  the  tube. 

Fig.  2. — Shows  the  natural  size  of  the  lumen  of  the  duct. 
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external  opening  was  secondary,  and  due  to  suppuration  occurring 
around  the  blind  lower  end  of  the  tube.  The  anatomical  position 
of  the  tube  agreed  in  each  case  with  this  supposition  ;  it  lay  beneath 
the  deep  cervical  fascia  between  the  thyro-hyoid  muscles,  and  was 
firmly  adherent  to  the  posterior  aspect  of  the  hyoid  bone.  And, 
again,  in  the  first  case  the  canal  was  continued  upwards  for  more 
than  half  an  inch  above  the  hyoid  bone  towards  the  base  of  the 
tongue.  Thus  the  lingual  portion  of  the  canal  was  in  this  case  in 
part  persistent. 

Mr.  Bland  Sutton  has  classified  cases  of  persistent  thyroid  duct 
under  three  varieties :  1,  a  duct  running  fz-om  the  isthmus  of  the 
thyroid  to  the  surface  of  the  hyoid  bone  ;  2,  partial  obliteration 
with  dilatation  of  intervening  portions  ;  and  3,  accessory  thyroids. 
These  two  cases  belong  to  the  second  variety. 

I  am  indebted  to  Mr.  Beck  for  reference  to  an  interesting  mono- 
graph on  branchial  fistulse  by  Jean  Cusset,  published  in  1877. 
Under  the  head  of  "  Subhyoid  Branchial  Cysts,"  the  case  of  a  girl 
aged  five  and  a  half  years  is  described,  in  the  middle  line  of  whose 
neck  was  a  small  swelling  below  the  hyoid  bone.  After  the  appli- 
cation of  iodine  the  swelling  opened  and  continued  to  discharge  a 
glairy  fluid.  A  track  admitting  a  fine  probe  passed  upwards  for 
3  centimetres  towards  the  base  of  the  tongue  at  the  level  of  the 
epiglottis,  but  no  internal  opening  could  be  found.  A  small  button 
of  tissue  projecting  from  its  outer  end  was  covered  with  ciliated 
epithelium.  The  opening  closed  after  injections  of  chloride  of 
zinc.  May  this  condition  have  represented  a  persistent  lingual 
duct  ?  May  6th,  1890. 


4.  Congenital  cervical  fistula.     {Card  specimen.) 
By  Raymond  Johnson,  M.B. 

WM — ,  a  boy  aged  6  years.  At  the  age  of  three  years  a  small 
•  lump  was  noticed  in  the  middle  line  of  the  neck,  which 
slowly  increased  in  size,  and  at  times  was  the  seat  of  considerable 
pain. 

At  the  end  of  April,  1890,  there  was  a  rounded  swelling  over  the 
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lower  part  of  tlie  tlivroid  cartilage,  having  a  base  as  large  as  a 
shilliug,  and  presenting  all  the  appearances  of  an  abscess  on  the 
point  of  bursting.  It  was  opened,  and  a  quantity  of  thin  pus 
evacuated,  followed  bv  ropy  mucus. 

There  is  now  seen — a  month  after  the  abscess  was  opened — a 
soft  raised  mass  of  pink  mucous  membrane  in  the  middle  line  of 
the  neck  over  the  lower  part  of  the  thyroid  cartilage.  At  its  upper 
part  is  a  fine  opening  discharging  clear  mucus.  No  cord-  can  be 
felt  passing  up  from  the  opening. 

Congenital  fistulse  in  the  middle  line  of  the  neck  are  not  common. 
This  case  is  an  example  of  a  blind  fistula  opening  secondarily  as 
the  result  of  suppuration. 

The  patient  is  under  the  care  of  Mr.  Berkeley  Hill  at  University 
College  Hospital,  and  it  is  proposed  to  excise  the  fistula  as  com- 
pletely as  possible.  May  20th,  1890. 


5.   Occipital  encephalocele,   with   cleft  palate  and   talipes 
calcaneus. 

By  S.  Paget. 

THIS  specimen  was  taken  from  the  body  of  an  illegitimate  seven 
months'  baby  who  died  of  starvation  and  neglect.  During 
life  the  swelling  was  obser\'ed  to  rise  and  fall  with  the  respi- 
ration, but  it  was  never  tense.  Both  feet  were  held  in  the  position 
of  extreme  talipes  calcaneus,  the  dorsum  of  each  foot  almost 
touching  the  front  of  the  leg.  There  was  a  cleft  of  the  soft  palate 
and  of  part  of  the  hard  palate.  The  child  died  two  days  after 
admission  to  the  West  London  Hospital.  No  paralysis  was 
observed. 

Post-mortem. — The  contraction  of  the  feet  was  nearly  gone,  and 
it  was  easy  to  flex  and  extend  them.  There  was  no  abnormal 
arrangement  of  the  viscera.  The  meningocele  was  found  to  open 
by  a  narrow  track  into  the  left  lateral  ventricle.  It  was  lined  with 
a  thin  layer  of  brain-matter,  not  visible  to  the  naked  eye,  but  Mr. 
D'Arcy  Power,  who  kindly  examined  the  specimen  microscopically, 
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found  it  well  marked.  The  membranes  can  be  clearly  seen,  passing 
through,  a  space  in  the  occipital  bone,  and  becoming  blended  with 
the  external  coverings  of  the  swelling. 

The  basal  ganglia  and  the  rest  of  the  brain  appeared  natural. 

November  6th,  1889. 


6.  Spina  bifida  with  absence  of  sac.     {Card  specimen.) 
By  L.  A.  Dunn,  M.B. 

THIS  specimen  was  removed,  post  mortem,  from  an  infant  at  the 
East  London  Children's  Hospital.  It  was  a  day  old  when 
admitted,  and  had  an  ulcer  (1  inch  by  IJ  inches)  over  the  sacral 
region ;  the  ulcer  had  a  rounded  edge,  and  is  surrounded  by 
healthy  skin.  On  looking  at  the  section  the  laminae  are  found 
to  be  absent  in  the  lumbo-sacral  region,  their  place  being  taken 
by  the  floor  of  the  ulcer.  The  dura-matral  sheath  of  the  spinal 
cord  can  be  traced  up  to  the  edge  of  the  ulcer. 

It  would  seem  probable  that  this  was  an  ordinary  case  of  spina 
bifida  in  which  the  sac  was  ruptured  during  parturition.  The 
infant  died  a  few  days  after  admission.  May  20th,  1890. 


7.  Retro-peritoneal  teratoma.     {Card  specimen.) 
By  Arthur  Voelcker,  M.D. 

THE  tumour  was  taken  from  a  female  child  aged  4  months, 
admitted  under  Dr.  Abercrombie  at  the  Hospital  for  Sick 
Children,  Great  Ormond  Street.  The  abdomen  had  been  enlarging 
for  the  last  three  months ;  wasting,  diarrhoea,  and  vomiting  had 
been  noticed  for  the  last  month.  A  fluctuating  tumour  in  the 
right  lumbar  region  was  explored  with  a  syringe,  and  clear  albu- 
minous fluid  withdrawn. 
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Post-mortem. — The  growth  was  retro-peritoneal,  and  lay  chiefly 
to  the  right  of  the  spine  but  partly  over  it.  The  i-ight  kidney  lay 
on  the  tumour,  and  was  flattened  by  it.  Suprarenal  healthy.  The 
growth  consisted  of  numerous  cysts,  some  thin-,  others  thick-walled. 
They  contained  clear,  straw-coloured,  albuminous  fluid.  The  left 
side  of  the  tumour  was  firm,  and  contained  masses  of  fat  and 
fibrous  tissue,  in  which  were  embedded  bone  and  cartilage.  No 
hair  or  teeth  were  seen.  The  microscope  showed  fat,  fibrous 
elastic  tissue  and  spindle-cells,  and  also  a  long  bone  with  its 
articular  end. 

The  ovaries  and  other  viscera  showed  no  signs  of  new  growth. 

May  20th,  1890. 


8.  A  condition  in  leprosy  resembling  ainhum.     [Card  specimen.^ 
By  J.  H.  Targett,  M.B.,  for  Beaven  Eak^,  M.D.  (Trinidad). 

CASE  1. — Hindoo,  aged  45,  suffering  from  anaesthetic  leprosy  of 
fourteen  years'  duration. 

The  left  forefinger  shows  extensive  destruction  by  caries  of  the 
terminal  phalanx.  There  is  a  sinus  extending  from  the  end  of  the 
finger  down  the  flexor  surface,  and  on  the  dorsum  of  the  second 
phalanx  is  a  well-marked  groove  about  a  quarter  of  an  inch  below 
the  line  of  the  first  interphalangeal  joint,  which  passes  forwards  to 
join  the  normal  flexure  on  the  palmar  surface  of  the  finger.  The 
soft  tissues  of  the  finger  are  greatly  thickened,  but  the  first  and 
second  phalanges,  together  with  the  interphalangeal  joint,  are  not 
diseased. 

Case  2. — A  negro,  aged  42,  suffering  from  anaesthetic  leprosy  of 
eleven  yeaiV  duration. 

A  portion  of  a  left  little  finger  showing  absorption  of  the  ter- 
minal phalanx,  and  a  deep  groove  on  the  flexor  surface  extending 
towards  the  dorsum. 

On  longitudinal  section  this  groove  may  be  seen  to  correspond 
with  the  middle  of  the  second  phalanx.  There  is  much  thickening 
of  the  soft  tissues  of  the  finger,  especially  of  the  skin  on  either 
side  of  the  groove. 
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These  specimens  from  the  Trinidad  Leper  Asylum  represent  a 
condition  not  uncommon  in  leprosy.  Dr.  Rake  thought  at  first 
the  grooves  might  be  due  to  artful  constriction  by  ligature,  but  that 
fallacy  has  been  excluded.  In  these  preparations  they  evidently 
correspond  to  the  normal  flexure  markings  of  the  digits,  though 
their  position  is  somewhat  changed  by  the  swelling  of  the  soft 
tissues. 

A  superficial  resemblance  to  the  condition  known  as  ainhum  is 
observable.  February  4th,  1890. 
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1.  Further  observations  on  tuberculosis  in  fowls  and  other  birds, 
with  remarks  on  the  relation  of  the  disease  to  leprosy. 

By  Walter  K.  Sibley,  M.B.Cantab. 

SINCE  my  paper  was  read  before  this  Society  on  the  above  sub- 
ject some  two  years  ago,i  I  have  been  working  at  it  still 
further ;  and  it  is  with  the  object  of  recording  the  results  of  these 
more  recent  observations,  and  further  elucidating  some  points 
which  then  appeared  obscure,  that  I  again  venture  to  bring  the 
subject  before  you.  In  commencing,  a  more  complete  description 
of  the  microscopical  characters  of  the  tubercular  deposits  will  be 
given,  the  liver  being  selected  as  a  type,  much  the  same  appear- 
ances occurring  in  the  deposits  in  other  parts. 

1.  The  liver  is  usually  very  considerably  enlarged  and  densely 
studded  with  deposits,  vaiying  in  size  from  a  millet-seed  to  that  of 
a  bean,  the  capsule  being  much  thickened.  Occasionally  only 
some  portion  of  the  organ  contains  deposit,  which  may  even  then 
be  very  advanced  in  degenerative  changes,  the  remainder  of  the 
organ  being  apparently  normal. 

Microscopically,  in  an  early  stage,  circular  areas  of  epithelioid- 
celled  infiltration  are  seen  among  the  liver-cells.  Older  areas  show 
a  central  region  formed  by  clumps  of  caseous  and  hyaline  tissues. 
These  often  appear  to  be  giant-cells  undergoing  degenerative 
changes,  sometimes  still  revealing  their  many  nuclei.  The  central 
masses  of  caseation  are  immediately  surrounded  by  a  zone  of  ill- 
defined  deeply  staining  cells,  often  appearing  of  a  hyahne  nature. 
Between  these  cells  clear  spaces  are  present.  The  rest  of  the  area 
of  deposit  is  formed  by  granulation  tissue,  the  whole  usually 
*  •  Trans,  of  the  Path.  Soc  ,'  London,  1888. 
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very  definitely  en  capsuled  by  fibrous  tissue.  Secondary  areas  of 
degeneration  often  occur  in  the  outer  zone  of  small  cells. 

In  a  more  advanced  deposit  each  area  consists  of  an  iiTegular 
central  mass  of  caseation  extending  in  the  form  of  pseudopodia 
into  the  next  area ;  bacilli  are  present,  usually  in  groups,  towards 
the  periphery  of  this  degeneration  tissue.  Between  these  processes 
of  progressive  degeneration,  large  cells  (appai'ently  degenerated 
giant-cells)  are  seen  scattered  among  small  round  cells.  Cells  of 
an  epithelioid  nature  also  occur  in  this  zone  of  granulation  tissue, 
the  whole  surrounded  by  a  capsule  of  fibrous  tissue.  Occasionally 
there  is  some  infiltration  of  leucocytes  among  the  liver-cells  outside. 
When  the  process  in  the  liver  is  still  more  advanced,  and  many 
deposits  occur  together,  there  is  considerable  development  of  a 
myxomatous  tissue  around  them,  producing  a  good  deal  of  new 
tissue  formation,  in  which  again  smaller  deposits  from  time  to  time 
are  seen.  The  caseous  material  is  often  stained  deep  yellow  as 
if  by  bile,  and  the  same  coloration  is  sometimes  seen  in  all  the 
degenerated  deposits  throughout  the  body.  In  a  few  examples  of 
an  apparently  very  chronic  nature,  nearly  the  whole  liver  is  trans- 
formed into  definite  large  areas  of  caseation  (well  seen  with  the  naked 
eye)  lying  in  distinct  partitions  of  dense  fibrous  tissue,  leaving  but 
little  original  hepatic  tissue  to  perform  the  work  of  the  organ. 

The  liver,  or  large  segments  of  it  in  an  advanced  stage,  consist 
of  dense  bundles  of  fibrous  tissue,  in  some  places  of  a  myxomatous 
nature,  and  in  other  parts  of  a  denser  fibrous  tissue  more  or  less 
infiltrated  with  small  cells.  Scattered  about  in  this  new  fibrous 
tissue  are  small  islands  of  caseation  which  appear  to  be  gradually 
compressed  by  the  fibrous  tissue  growth  around,  until  those  areas 
near  the  surface  of  the  organ  are  completely  separated  and  a  spon- 
taneous cure  of  that  part  may  occur.  At  times  immediately  sur- 
rounding the  caseous  foci  the  remnants  of  epithelioid  cells  and  of 
giant-cells  may  be  seen  ;  at  other  times  the  caseation  is  immediately 
enclosed  by  the  fibrous  tissue,  and  in  these  parts  (usually  much 
infiltrated  by  small  round  cells)  all  traces  of  epithelioid  cells  and 
of  other  elements  of  the  original  tubercles  have  disappeared,  being 
absorbed  into  the  caseous  centres. 

In  an  organ  in  this  condition  large  segments  or  even  the  greater 
part  of  the  whole  gland  is  devoid  of  liver-cells,  or  at  the  most 
simply  shows  a  few  isolated  and  much-changed  hepatic  cells  lying 
in  the  bundles  of  fibrous  tissue.     At  some  usually  more  peripheral 
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regions  infiltrated  groups  of  hepatic  secreting  tissue  may  be  seen. 
As  to  the  exact  seat  of  the  deposit,  it  is  in  the  vessels  most  pro- 
bably, usually  the  lymphatics,  but  sometimes  in  the  portal  veins ; 
and  the  original  tissues  of  the  endothelium  and  of  the  vessel  walls 
appear  to  give  rise  by  proliferation  and  subsequent  degeneration  to 
the  tubercular  elements. 

The  arrangement  of  the  bacilli  in  such  specimens  is  also  of  great 
interest,  in  that  practically  more  are  found  in  the  new-formed 
fibrous  tissue  ;  in  the  caseous  centres  bacilli  occur  in  densely  packed 
groups,  and  these  not  regularly  distributed  throughout  the  degene- 
rated masses,  nor  are  the  individual  groups  very  numerous.  In 
those  areas  which  are  apparently  of  oldest  standing,  and  most  ad- 
vanced in  degenerative  changes,  the  bacilli  are  completely  absent. 

2.  The  instance  of  a  vulture  presents  an  almost  complete  ring  of 
cicatricial  tissue  and  old  ulceration  at  the  junction  of  the  oesophagus 
and  stomach.  This  shows  several  papillae,  formed  apparently  by 
the  adhesion  of  the  thickened  opposite  sides  of  old  ulcers  after  the 
complete  ejection  of  their  contents  into  the  alimentary  canal. 

In  some  cases  considerable  thickening  of  a  myxomatous  nature 
of  the  mitral  valve  of  the  heart  is  found.  In  a  peacock  a  deposit 
the  size  of  a  pea  occurred  in  the  internal  surface  of  the  pericardium. 
Another  caseous  mass  was  found  projecting  from  the  walls  of  the 
superior  vena  cava,  immediately  above  its  entrance  into  the  peri- 
cardium, and  separated  from  the  lumen  of  the  vessel  by  a  thin 
membrane.  Upon  opening  the  heart  considerable  thickening  of 
the  mitral  valve  was  found. 

In  a  few  cases  nodular  deposits  are  found  in  the  ribs,  usually 
prominent  on  the  internal  surface.  The  bone  over  these  is  often 
much  expanded  and  thinned,  and  has  sometimes  become  quite 
absorbed,  exposing  the  deposit  on  the  surface. 

3.  In  one  instance  occurring  in  a  fowl  an  irregular  caseous  node 
as  large  as  a  walnut  was  seen  developing  from  the  lower  and  anterior 
part  of  the  proventriculus  and  extending  into  the  walls  of  the  gizzard. 
This  tumour  had  produced  an  extensive  depression  in  the  liver  where 
it  was  in  contact  with  this  organ. 

In  another  case  the  abdominal  cavity  was  occupied  by  a  large 
bilobed  cyst  which  arose  from  one  of  the  caeca.  Th<.'  walls  of  this  sac 
were  adherent  to  the  posterior  body-wall  and  to  all  the  abdominal 
viscera  in  contact  with  it.  The  walls  of  the  larger  lobe  of  the  cyst 
were  exceedingly   thin  ;  the   other  smaller  lobe,  that  is   the  one 
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immediately  adjoining  and  in  communication  with  tlie  caecum  of 
this  side,  had  its  walls  much  thickened  and  presented  much  the 
appearance  of  the  sac  described  in  the  former  paper  as  arising  from 
the  proventriculus.  The  whole  was  filled  by  a  flaky  milky  fluid, 
and  lined  to  a  varying  extent  by  caseated  material.  All  the 
mesenteric  vessels  were  much  dilated  and  filled  with  blood  ;  there 
was  no  obvious  deposit  in  the  other  caecum  nor  in  the  rest  of  the 
gut.  The  liver,  and  to  a  less  extent  the  spleen,  contained  small 
deposits. 

4.  In  a  peacock  several  tumours  of  a  caseous  nature,  many  as 
large  as  walnuts,  were  found  in  various  parts  of  the  body.  These 
were  nearly  all  attached  to  the  fibrous  tissues  surrounding  the 
bones,  such  as  inferior  angle  of  the  scapula,  one  perforating  the 
vertical  plate  of  the  sternum,  another  on  the  inner  surface  of  the 
ribs,  &c.  (Woodcut  14). 

WoODCtTT   14. 


Tubercular  tumour  growing  from  the  inner  surface  of  the  ribs  in  a 
peacock  (|  nat.  size). 

The  right  knee-joint  (Woodcut  15)  was  beset  with  large  masses, 
one  the  size  of  a  walnut  being  attached  to  the  anterior  surface 
of  the  patella. 

Another  small  one  was  on  the  side  of  the  joint  adherent  to  the 
capsule.  In  addition  to  these,  many  small  nodules  were  found 
growing  from  the  tendons  inserted  in  the  neighbourhood  of  the 
joint.  A  nodule  with  a  loose  central  mass  was  situated  in  the 
popliteal  space  with  considerable  adhesion  and  thickening  of  the 
surrounding  tissues.  Upon  opening  the  joint  little  or  no  fluid  was 
present  in  the  interior.  The  synovial  membrane  was  considerably 
metamorphosed,  in  places  hypertrophied  and  pigmented,  and  con- 
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WooDcrT  15. 


Outer  aspect  of  the  knee-joiufc  of  a  peacock  (muscles  partially  re- 
moved), sliowiug  a  large  tubercular  tumour  attached  to  the  patella, 
and  smaller  ones  to  the  capsule  of  the  joint.  Another  mass  of  the 
same  nature  lies  in  the  popliteal  space  (f  nat.  size). 

The  section  of  bone  is  taken  from  the  lower  end  of  the  femur,  and 
shows  a  caseous  mass  in  its  substance. 


tained  numbers  of  small  white  bodies  in  its  substance.  The  carti- 
lages were  soft  and  gelatinous  ;  a  small  sinus  led  from  the  cavity 
of  the  joint  into  the  substance  of  the  external  condyle. 

Ul^on  making  the  section  through  the  shaft  of  the  femur  it  was 
found  to  be  exceedingly  thin,  only  a  few  long  spicules  stretching 
across  its  interior.  A  large  soft  mass  was  discovered  in  the  sub- 
stance of  the  external  condyle,  with  the  above  sinus  connecting  it 
with  the  joint. 

The  structure  of  these  tumours  consists  of  a  central  caseous 
necrosis  surrounded  by  a  broad  zone  of  tissue  much  infiltrated  with 
small  cells  ;  around  the  circumference  of  the  necrotic  tissue  are 
numbers  of  giant-cells.  In  this  broad  zone  are  occasional  groups 
or  nests  of  epithelioid  cells;  giant  cells  are  also  present  scattered 
irregularly  about,  the  rest  of  the  deposit  being  made  up  of  small 
cells  and  fibrous  tissue,  in  which  hyaline  globules  are  occasionally 
present.  A  few  blood-vessels  with  changed  walls  are  present  in 
parts  of  the  growth.     Bacilli  are  present  in  parts  of  the  caseous 
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centre,  but  do  not  appear  to  exist  in  the  tissues  outside  this.  The 
larger  tumours  present  several  foci  of  degeneration  of  various 
stages,  each  usually  having  giant-cells  immediately  sun'ounding 
them.  The  soft  mass  in  the  substance  of  the  internal  condyle 
consists  of  a  collection  of  granulation  tissue,  -which  in  places  has 
undergone  caseous  and  hyaline  degeneration.  A  few  epithelioid 
cells  are  present,  also  a  few  giant-cells  scattered  about,  together 
with  many  albuminous  and  fatty  globules.  Blood-vessels  filled  with 
corpuscles  are  also  numerous. 

Most  of  the  viscera  in  this  peacock,  as  liver,  spleen,  and  kidney, 
had  undergone  extensive  amyloid  degeneration. 

5.  In  a  swan  examined  the  walls  of  both  the  large  abdominal 
air-sacs  were  lined  by  small  caseous  deposits,  especially  abundant  on 
the  internal  surface  of  the  lower  ribs.  A  complete  chain  of  nodules 
extended  to  the  liver  along  the  inner  surface  of  these  sacs,  together 
with  thrombosis  and  caseation  of  the  large  lymphatic  vessels,  both 
in  the  mesentery  and  along  the  posterior  body-wall.  This  speci- 
men also  presented  several  ulcers  in  the  gizzard,  apparently  of  old 
standing,  together  with  miliary  deposits  in  liver,  spleen,  and  inferior 
margins  of  the  lungs.  The  right  shoulder-joint  also  presented  some 
thickening  and  matting  of  tissues  around,  with  some  yellowish  fluid 
in  the  joint  itself. 

In  some,  especially  in  carnivorous  birds,  as  owls,  vultures,  &c., 
the  tubercular  deposits  in  the  viscera  appear  to  have  slightly 
different  appearances  from  the  description  given  for  graminivorous 
forms,  in  that  the  deposits  in  the  viscera  are  very  much  more 
diffused  and  extensive.  The  whole  substance  of  the  liver  or  spleen 
in  a  comparatively  early  stage  would  be  densely  infiltrated  with 
small  round  or  oval  deposits  consisting  essentially  of  groups  of 
epithelioid  cells,  all  very  full  of  tubercle  bacilli,  giant-cells  not 
being  demonstrable.  So  also  the  intestinal  deposits  consist  of 
groups  or  columns  of  epithelioid  cells,  extending  through  the 
mucous,  muscular,  and  serous  coats,  producing  small  tumour-like 
formations  in  the  mucous  membrane.  These  in  a  later  stage  are 
found  degenerated  and  caseous,  leaving  an  ulcer  with  thickened 
edges.  In  fact,  the  deposits  in  these  cases  occur  even  still  more 
clearly  in  the  vessels,  and  very  closely  resemble  those  described  as 
leprous  bodies  in  man. 

The  microsco[te  reveals  a  somewhat  remarkable  analogy  between 
tuberculosis  as  seen  in  birds  and  leprosj'  as  described  in  man. 

22 
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Quoting  from  Mr.  Jonathan  Hutcliinson's  recent  contribution 
on  leprosy,  who  wi'ites,  "  Leprosy  bacilli  for  a  long  time  seem  to 
be  able  to  exercise  comparatively  little  effect  on  the  surrounding 
tissues,  and  are  able  to  multiply  to  an  enormous  extent  without 
causing  suflBcient  inflammatory  action  to  lead  to  breaking  down  and 
ulceration  ;" — this,  I  may  add,  as  far  as  it  goes  is  an  exact  descrip- 
tion of  the  disease  we  are  discussing,  for  we  have  noted  the 
extreme  abundance  of  bacilli  and  the  absence  of  breaking  down  of 
tissue  even  in  the  latter  stages  of  the  disease.  So  also  the  close 
resemblance  of  the  early  deposits  in  varioiis  viscera  to  the  leprous 
bodies,  together  with  the  obvious  presence  of  bacilli  in  the  lymphatic 
vessels.  Some  have  shown  that  the  bacilli  of  leprosy  are  somewhat 
smaller  than  those  of  tubercle,  and  this  appears  to  be  the  case  in 
some  birds  with  the  bacilli  of  the  disease  in  question. 

In  addition  to  these  microscopical  similarities  we  have  close 
affinities  in  the  apparent  chronicity  of  the  disease,  in  some  cases 
giving  rise  to  the  formation  of  tubercles  or  nodules  in  the  various 
tissues,  together  with  the  rarity  of  pulmonary  deposits,  especially 
in  the  early  stages  of  the  disease. 

In  snakes  the  disease  in  some  cases  appears  to  begin  as  sub- 
cutaneous nodules  in  various  parts  of  the  body,  which  are  crowded 
with  bacilli ;  and  these  may  exist  for  a  long  time  without  any  deposit 
appearing  in  the  viscera,  so  that  here  even  a  still  closer  analogy 
exists. 

To  return  to  the  tubercular  disease  in  the  cases  of  the  fowls,  it 
appears  to  have  been  limited  to  certain  broods  ;  others,  which  have 
lived  for  some  years  along  with  these,  remain  exempt  from  the 
affection,  as  also  pigeons  living  on  the  same  farm  never  became 
subject  to  the  disease.  Again,  wild  birds  such  as  sparrows  and 
starlings  feeding  in  the  poultry  yard  were  from  time  to  time  shot 
and  examined,  but  in  no  case  was  any  tubercle  found.  About  three 
years  ago  some  eggs  for  sitting  were  exchanged  with  some  from  a 
neighbouring  farm,  and  now  this  second  farm,  which  was  originally 
exempt,  has  lost  several  birds  through  disease. 

Here,  again,  the  symptoms  appear  when  the  birds  are  betweea 
two  and  three  years  old,  and,  as  in  the  original  cases,  the  disease 
has  so  far  never  appeared  in  a  male  bird  (the  original  farm  averaging 
sixty  hens  and  four  cocks). 

Most  writers  on  avian  tuberculosis  believe  the  disease  often 
originates  in  the  intestine;  and  spreads  through   the  birds   con- 
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suming  with  their  food  tubercle  bacilli,  which  in  some  cases  were 
supposed  to  be  traced  in  the  first  instance  to  the  sputum  of 
phthisical  patients ;  and  also  that  the  primary  seat  of  the  disease 
occurs  in  the  intestine  (Ribbert,  De  Lamalleree,  Sutton,  Nocard, 
Johne).  With  these  my  observations  do  not  permit  me  altogether 
to  agree.  In  the  first  place  healthy  birds  have  not  as  yet  been 
infected  with  tuberculosis  by  the  direct  experiment  of  feeding  them 
on  bacilli.  Ribbert '  in  Bonn  fed  two  hens  on  tubercular  sputum  for 
several  months,  and  the  autopsy  showed  only  negative  results. 
More  recently  Strass  and  Wurtz^  in  Paris  fed  a  cock  and  seven 
hens  daily  on  tubercular  sputum  for  a  space  of  time  varying  from 
six  months  to  a  year.  They  state  that  some  of  the  fowls  in  this 
time  consumed  as  much  as  45  kilograms  of  sputum,  and  yet  in  not 
a  single  case  was  there  the  least  evidence  of  tuberculosis  after  care- 
ful microscopical  examination  of  the  viscera.  While  in  Germany 
I  fed  a  pair  of  pigeons  for  two  months  on  sputum  rich  in  bacilli, 
and  here  again  microscopical  examination  of  the  viscera  revealed  no 
trace  of  tubercle. 

With  respect  to  the  primary  seat  of  the  disease  I  have  carefully 
examined  many  cases  of  tuberculosis  in  different  species  of  birds 
in  which  both  the  liver  and  spleen  showed  abundant  deposits, 
without  being  able  to  find  any  naked-eye  lesion  of  any  part  of 
the  intestine.  But  it  must  be  added  that  because  no  obvious 
lesion  of  the  intestinal  mucous  membrane  is  observed  it  does 
not  follow  that  the  bacilli  may  not  in  some  predisposed  cases 
gain  entrance  to  the  system  through  this  channel,  and  produce 
considerable  change  in  other  abdominal  viscera  without  leaving 
marked  traces  of  their  primary  entrance.  It  appears  that  of  all 
the  organs  that  suffer  the  most  the  spleen  stands  first  ;  not  that 
I  would  maintain  the  spleen  alone  may  be  affected  without  the 
liver,  but  that  it  more  rapidly  reveals  the  evidence  of  disease, 
seeing,  that  often  with  but  only  microscopical  deposits  of  the  liver, 
the  spleen  is  enlarged  many  times  its  natural  size,  and  frequently 
completely  caseous,  leaving  but  little  of  the  original  splenic  tissues 
to  be  seen.  So,  again,  in  cases  of  old-standing  general  tuberculosis, 
whilst  in  the  degenerated  splenic  tissues  the  tubercle  bacilli,  after 
having  consumed  all  the  essential  elements  for  their  existence,  had 
disajJpeared  from  these  regions,  in  the  liver  and  some  other  parts 

'  '  Deutsche  med.  Wocheiischr.,'  1883. 

^  Congres  pour  I'etude  de  Li  Tuberculose,  1888. 
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of  the  body  bacilli  continued  to  abound.  I  have  thus  far  found 
tuberculosis  in  the  following  species  of  birds,  dying  naturally  in 
confinement,  the  diagnosis  being  in  every  case  made  from  the 
microscopical  appearances  of  granulomata  undergoing  central 
degeneration,  together  with  the  presence  of  tubercle  bacilli:  — 
canaries,  corncrakes,  doves,  finches,  fowls,  geese,  guau,  owls,  pea- 
fowls, pheasants,  pigeons,  swans,  vultures. 

From  my  observations  I  do  not  think  that  the  disease  occurs  in 
a  greater  percentage  of  graminivorous  than  carnivorous  species,  but 
naturally  many  more  opportunities  occur  for  examining  specimens 
from  the  former  than  from  the  latter  class. 
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2.  Caries  of  spine  of  dog.     {Card  specimen.) 
Bj  W.  G.  Spencer,  M.B. 

Two  dorsal  and  four  lumbar  vertebrae  from  a  dog.  The  inter- 
vertebral disc  and  the  adjacent  surfaces  of  the  second  and 
third  lumbar  vertebrae  have  been  destroyed  by  ulceration.  New 
bone  (inflammatory  in  origin)  has  been  formed  on  the  anterior 
surfaces  of  the  lumbar  vertebrae.  The  spines  and  laminae  are 
intact. 

Sinuses,  three  on  one  side  and  two  on  the  other  side  of  the 
middle  line  of  the  back,  were  present  during  life.  There  was  no 
evidence  of  pain  during  life.  January  7th,  1890. 


3.  Half-vertebra  in  a  rabbit. 
By  J.  Bland  Sutton. 


HALF-VBBTEBR^  havo  been  frequently  described  in  the  human 
subject,  especially  in  connection  with  spina  bifida.  The 
present  specimen  consists  of  four  and  a  half  lumbar  and  the  upper 
three  sacral  vertebrae  of  a  rabbit.  There  is  some  difficulty  in  deter- 
mining the  exact  number  of  the  vertebrae  in  the  specimen,  so  that 
it  is  impossible  to  decide  whether  the  half-vertebra  is  an  excess  or 
diminution  of  the  normal  number  of  vertebral  elements. 

As  is  shown  in  the  drawing,  there  is  ankylosed  to  the  anterior 
extremity  of  a  lumbar  vertebra  (third?)  a  wedge-shaped  half- 
centrum,  carrying  a  transverse  process,  articular  process,  metapo- 
physis,  and  half-spine. 

As  a  result  of  this  defect,  the  vertebral  column  exhibited  a 
lateral  curvature,  and  was  so  tilted  that  the  first  sacral  vertebra 
could  only  articulate  with  the  ilium  on  one  side.  This  had  induced 
an  interesting  condition,  for  the  costal  element  of  the  transverse 
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Normal  aud  abnormal  vertebrae  in  a  rabbit,  a.  Articular  process. 
M.  Metapopbj'sis.  s.  Spine.  c.  Centrum.  T.  Transverse  process, 
c'  t'  m'  s'.  Processes  of  the  half-vertebra. 

process,  which  is  usually  modified  to  articulate  with  the  ilium,  has 
on  one  side  grown  out  into  a  fully  developed  transverse  process  in 
series  with  those  of  the  lumbar  set.  March  18th,  1890. 


4.  Polypus  from  dog's  trachea.     {Card  specimen.) 
By  M.  BiDWELL. 

THE  dog  had  suffered  for  one  year  from  hacking  cough,  and  had 
several  attacks  of  dyspnoea. 
The  polypus  was  attached  to  the  lower  border  of  the  cricoid 
cartilage  and  to  the  posterior  surface  of  the  trachea  by  a  broad 
base. 

The  growth  was  covered  by  mucous  membrane,  and  on  section 
was  a  typical  adenoma.  January  list,  1890. 
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5.  Prolapse  of  part  of  the  wall  of  the  stomach  into  the  duodenum 
from  a  horse.     [From,  the  Brown  Institution.) 

Bj  W.  G.  Spencer,  M.B. 

THE  specimen  is  the  stomach  with  the  intra-ahdominal  end  of 
the  oesophagus  and  the  commencement  of  the  duodenum. 
The  cardiac  end  of  the  stomach  is  seen  to  have  been  inverted,  and 
the  inversion  to  have  extended  across  the  cavity  of  the  viscus  into 
the  duodenum.  The  prolapse,  therefore,  appears  beyond  the  pylorus 
as  a  sausage-shaped  mass,  somewhat  shrunken  by  preservation  in 
spirit,  and  measuring  now  about  one  foot  in  length  beyond  the 
pylorus,  and  about  9  inches  in  circumference.  It  consists  of  all  the 
coats  of  the  stomach  much  thickened  by  congestion  and  inflammation. 
In  the  recent  state  it  was  black  from  congestion,  but  actual  gan- 
grene had  not  begun  except,  as  can  be  seen  now,  at  the  pylorus, 
which  forms  a  tight  constricting  ring.  The  interior  of  the  rest  of 
the  stomach  is  unaltered  ;  it  contained  some  partly  digested  chaff. 
There  was  no  other  disease. 

It  belonged  to  an  aged  pony  whom  its  owner  made  to  walk  about 
five  miles  to  the  Brown  Institution.  The  animal  was  then  greatly 
exhausted  and  appeared  dying.  It  had  been  ill  two  days.  How- 
ever, it  improved  a  little  and  lived  three  days  more.  It  was  thought 
to  be  suffering  from  intestinal  obstruction.  It  had  complete 
anorexia;  it  showed  signs  of  wanting  to  di'ink,  and  put  its  nose  into 
the  water,  but  did  not  drink  a  drop.  It  was  given  a  small  dose  of 
aloes  by  drenching.  It  did  not  vomit  nor  dung,  but  about  a  hand- 
ful of  dung  came  away  after  an  enema  of  oil  and  water.  It  staled 
several  times. 

I  have  been  unable  to  find  that  this  condition  has  been  recorded 
before,  either  in  the  Society's  '  Transactions  '  or  in  any  book  to 
which  I  have  refei'red.  Not  only  is  there  no  mention  of  the  ])n- 
mary  invagination  of  the  stomach  in  man  or  animals,  but  it  has  not 
occurred  secondary  to  a  polypus  or  tumour.  The  polypi  of  the 
stomach  are  either  a  mammillated  condition  only,  or  are  quite 
small.  The  tiiraours  of  the  stomach  (practically  cancer)  may  drag 
the  stomach  down  to  the  symphysis  pubis,  but  no  invagination  or 
prolapse  of  the  growth  through  the  pylorus  has  been  found. 
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There  is  a  description  in  Percivall's  Hippopathology,^  under  the 
heading  of  '  Polypus  of  the  Stomach,'  which  I  understand  to  be  a 
poljpus  of  the  pylorus  extending  into  the  duodenum,  but  the  de- 
scription is  not  full  enough  to  be  quite  clear.  "  An  old  horse  was 
seen  by  Brown,  of  Melton  Mowbray,  and  died  on  the  fifth  day 
from  an  attack  of  the  bowels.  About  15  inches  of  the  first  small  gut 
were  mortified.  The  stomach  was  full,  but  its  contents  were  liquid ; 
and  at  the  lower  extremity  there  was  a  pendulous  substance  which 
was  plugged  into  the  gut,  totally  obstructing  the  passage.  I  am  in- 
formed that  the  animal  was  a  remarkably  healthy  one,  and  appa- 
rently suffered  no  inconvenience  from  the  poly[)us  until  it  formed 
a  mechanical  obstruction  to  the  pylorus.  The  pedicle  is  rather 
tortuous,  with  an  artery  and  two  veins  in  the  centre,  having  an  ex- 
panded origin,  which  becomes  converged  into  a  firm  cord,  one  inch 
in  diameter  and  three  long,  terminating  obliquely  in  the  body  of 
the  polypus,  which  is  a  firm  flat  substance,  weighing  7^  oz." 

There  is  no  sign  of  a  polypus  in  this  specimen  at  the  end  of  the 
prolapse,  which  consists  of  all  the  coats. 

Some  fish  when  hooked  and  drawn  up  (cod,  salmon)  vomit,  and 
then  iuvaginate  their  stomachs  and  even  their  intestines  into  their 
mouth,  as  noticed  by  Lawrence-Hamilton.* 

The  horse  cannot  be  made  to  vomit.  If  it  vomits  at  all,  it  is 
nearly  always  a  sign  of  rupture  of  the  stomach.-^  It  may  not  even 
then  occur,  and  has  exceptionally  been  seen  in  rupture  of  the  intes- 
tine and  dilatation  of  the  oesophagus. 

A  horse  also  suffers  from  the  vicioushabitof  crib-biting  or  wind- 
sucking  ;  under  one  form  *  of  belching  or  eructation  gas  is  expelled 
from  the  stomach  by  the  abdominal  muscles,  in  the  other  form  air 
is  sucked  in.  The  owner  of  this  horse  was  not  asked  the  question 
directly  whether  the  horse  was  a  crib- biter  ;  but  crib-biting  is  fairly 
common,  and  there  is  no  mention  of  any  invagination  of  the  stomach 
in  the  repeated  eructations.  Indeed,  the  exceptional  character  of 
the  disease  prevents  any  guess  why  the  peristaltic  movements  of 
the  stomach  should  so  far  have  become  altered  as  to  push  part  of 
the  cardiac  end  of  the  stomach  through  the  pylorus. 

March  4th,  1890. 

1  Percivall, '  Hippopathology,'  London,  1840,  vol.  ii,  p.  222. 

"  Lawrence- Hamilton,  "Torturing and  Starving  Fish,"  'Lancet,'  1889,  ii,  p.  337. 

»  WiUiMms,  '  Veterinary  Medicine,'  5th  ed.,  1888,  p.  658. 

*  Williams, '  Veterinary  Surgery,'  5th  ed.,  ]88t,  p.  540. 
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6.  Intestinal  obstruction  and  abscess  in  a  dog  from  impaction  of 
the  vertebra  of  an  animal  (sacral,  of  a  rabbit).  [Card 
specimen. ) 

By  W.  G.  Spencee,  M.B. 

AT  the  junction  of  the  duodenum  with  the  jejunum  the  bowel 
communicates  with  an  abscess  in  the  mesentery.     The  abscess 
has  burst  by  two  openings  into  the  peritoneum. 

The  vertebra  is  intact  except  that  the  tip  of  a  transverse  process 
has  been  broken  off.  The  vertebra  lay  in  the  abscess  cavity.  The 
duodenum  is  dilated  above.  The  caecum  is  adherent  to  the  wall  of 
the  abscess.  Jamiary  7th,  1890. 


7.   Tapeworms  from  a  python.     {Card  specimen.) 
By  Walter  K.  Sibley,  M.B.Cantab. 

SPECIMENS  of  Solenophorus  megalocephalus  from  a  West  African 
python  which  died  in  the  Zoological  Society's  Gardens.  They 
possess  a  large  bilobed  head,  each  lobe  being  provided  with  a 
terminal  sucker.     Tliere  is  a  uterine  aperture. 

The  embryo  as  far  as  is  known  is  ciliated,  and  the  egg-shell  is 
provided  with  an  operculum. 

A  mass  of  these  worms  was  present  in  the  duodenum  of  the 
snake. 

A  few  were  free,  but  most  of  them  were  twisted  into  knots. 

March  4th,  1890. 
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8.   Gregarinosis  \e\  psorospermosis,  and  more  especially  some  of 
the  effects  produced  by  psorosperrnia  on  the  liver  of  rabbits. 

By  Sheridan  Del^pine,  B.Sc. Lausanne,  M.B.Ediab. 

[With  Plate  XXI,  fig.  1,  aud  Plates  XXII,  XXIII.] 

PEELiMiNAEY  Remaeks. — During  the  months  of  July  and  August, 
1889,  I  assisted  Dr.  Lauder  Brunton  in  carrying  out  for  the 
Eoyal  Society  a  number  of  experiments  to  study  the  action  of  drugs 
on  cellular  structure.  In  the  course  of  these  investigations  I  had 
an  opportunity  to  examine  minutely  the  livers  of  over  fifty  rabbits. 
The  almost  constant  presence  of  psorospermic  nodules  in  the  liver 
of  these  animals,  and  their  not  uncommon  occurrence  in  the  liver 
of  rats,  guinea-pigs,  and  fov?ls.  "which  I  had  used  during  the  last 
eight  years  for  the  purposes  of  histological  studies,  induced  me  to 
take  that  opportunity  for  finding  how  far  the  presence  of  these 
lesions  might  interfere  -with  the  functions  and  physiological  reac- 
tions of  the  liver. 

Claude  Bernard  has  stated  that  when  psorosperrnia  are  very 
abundant  in  the  liver  of  a  rabbit  the  puncture  of  the  floor  of  the 
fourth  ventricle  does  not  produce  the  usual  glycosuria.  My 
inquiry  was  therefore  not  without  raison  d'etre,  although  it  was  not 
started  on  the  strength  of  Claude  Bei-nard's  statement. 

In  the  course  of  this  preliminary  inquiry  I  was  struck  with  many 
interesting  facts,  and  although  the  very  nature  of  my  research  was 
against  my  obtaining  anything  more  than  a  fragmentary  knowledge 
of  the  subject,  I  think  some  of  the  data  I  have  collected  may 
not  prove  entirely  useless  to  other  investigators.  Part  of  these 
investigations  have  been  carried  out  in  Professor  Schiff's  Labora- 
tory in  Geneva,  who  very  kindly  gave  us  the  use  of  the  place 
during  the  month  of  August.  But  the  greater  part  of  the  work 
has  been  done  in  London. 

I.  Prevalence  of  psorosperrnia  in  the  liver  of  rabbits.^ 

Out  of  fifty  rabbits  which  were  carefully  examined  for  the  pur- 
pose, forty-six  were  found  infested  with  psorospormia,  and  in  two 

'  The  word  Psorospermium  is  used  in  this  paper  as  equivalent  to  the  words 
"  stationary  or  encysted  gregarina  "  of  Eimer,  coccidiuin  of  Leucknrt,  and  oviform 
cells  or  psorosperojia  of  other  authors. 


DESCRIPTION  OF  PLATE  XXI, 

Fig.  1,  illustrating  Dr.  Delepine's  paper  on  Grregarinosis  vel 
Psorospermosis,  &c.     (Page  346.) 

The  drawing  represents  a  small  portion  of  tlie  wall  of  a  psoro- 
spermic  cyst  or  nodule,  and  specially  one  of  the  papuliferous 
projections  besetting  the  altered  wall  of  the  enlarged  bile-duct. 
(Preparation  stained  with  rubin,  decolourised  with  acetic  acid,  and 
double -stained  with  methylene  blue.)      X  300. 

a.  Lumen  of  the  distended  bile-duct ;  this  cavity  was  originally  entirely  filled 
with  naature  and  empty  psorosperniic  capsules  {e,  d,f)  and  granular  material; 
these  have  been  allowed  to  drop  out  in  order  that  the  structure  of  the  walls 
should  be  clearly  displayed. 

h.  Lymphatic  vessels. 

c.  Connective  tissue  (hyperplasia  of  mucosa  leading  to  the  production  of 
papillae). 

d.  Young  psorospermia  or  gregarinse  still  embedded  in  the  epithelium,  which 
is  in  a  state  of  active  proliferation  (with  which  the  proliferation  of  the  sub- 
jacent connective  tissue  can  hardly  keep  pace). 

e.  Mature  ?  psorospermium  or  gregarina,  the  contents  of  which  have  stained 
intensely  with  rubin. 

f.  Empty  capsules. 

g.  Some  psorospermia  which  have  penetrated  into  the  thickened  mucosa 
through  a  small  ulcer  not  visible  in  the  drawing.  They  are  not  so  deeply 
situated  as  their  place  in  the  section  seems  to  indicate,  the  plane  of  section  being 
in  that  place  more  or  less  parallel  with  the  free  surface  of  one  of  the  recesses  of 
the  general  cavity. 

Fig.  2,  to  illustrate  Mr.  Solly's  paper  on  Melanotic  Tumours. 
(Page  315.) 

The  section  shows  the  point  of  transition  of  the  surface  epi- 
thelium over  a  cutaneous  melanotic  tumour  into  the  peculiar 
alveolated  tissue  of  which  the  bulk  of  the  growth  is  composed. 
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DESCRIPTION  OF  PLATE  XXII. 

To  illustrate  Dr.  Delepiue's    paper  on  Gregariuosis  vel  Psoro- 
spermosis, &c.     (Page  346.) 

Fig.  1. — Taken  from  a  specimen  hardened  in  alcohol,  and  magnified  1100  times. 

1.  Lumen  of  the  bile-duct  opened  by  the  passage  of  the  parasite.     (The 

figure  is  at  the  end  of  the  duct  extending  towards  the  main  duct, 
iuto  which  it  opened.) 

2.  Epithelial  lining. 

3.  Glisson's  capsule,  much  increased  in  amount  (although  the  epithelium 

shows  no  sign  of  psorospermic  lesions). 

4.  A  lateral  duct. 

5.  A  gregarina  or  oviform  psorospermium  still  endowed  with  contractility, 

and  having  ascended  from  the  main  duct,  which  was  much  affected. 
Fig.  2. — Taken  from  a  specimen  hardened  and  stained  in  osmic  acid.   (  x  1100.) 
a.  Glisson's  capsule  forming  a  thin  papilla  projecting  into  the  lumen  of 

the  distended  bile-duct. 
h.  Basement  membrane  unusually  distinct  in  the  place  selected. 
c.  Proliferating  epithelium,  the  cells  of  which  contain  psorospermia  in 

various  stages  of  development. 

1.  Small  amoeboid  masses  within  the  protoplasm  of  epithelial  cells.     They 

are  separated  from  the  protoplasm  by  a  narrow  space  which  looks 
like  a  wall. 

2.  Older  amoeboid  mass,  with  what  looks  like  a  nucleus  and  nucleolus ; 

large  granules,  staining  black  with  osmic  acid,  are  forming  round 
the  nucleus.     One  of  these  bodies  seems  to  be  contracted. 

3.  Oviform  psorospermia  with  a  thin  wall;    granular  protoplasm  com- 

pletely filling  up  the  capsule,  and  a  differentiated  central  body,  not 
distinctly  a  nucleus,  covered  with  or  composed  of  large  granules 
staining  black  with  osmic  acid. 

4.  One  of  the  parasites  leaving  the  cell  containing  it.     The  number  of 

granules  staining  with  osmic  acid  has  diminished.  The  cavity  in 
which  the  parasite  was  lodged  is  still  distinct;  the  shape  of  the 
psorospermium  indicates  contractility. 

5.  Another  psorosperm  (seen  nearly  endwise) ;  tiie  differentiated  central 

mass  has  disappeared,  and  only  a  few  granules  staining  black  have 
remained. 

6.  Psorosperm,  the  contents  of  which  have  been  arranged  in  the  shape  of  a 

long-coiled  filament;  in  many  cases,  instead  of  the  irregular  arrange- 
ment prevailing  in  this  case,  there  is  a  very  regular  arrangement  of 
the  filaments.  Parts  of  these  filaments  are  probably  identical  with 
the  falciform  corpuscles  of  Eimer. 
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DESCRIPTION  OF  PLATE  XXIII. 

To  illustrate  Dr.  Delepine's  paper  on  Gregarinosis  vel  Psoro- 
spermosis, &c.     (Page  346.) 

Fig.  1. ^Portion  of  the  wall   of  a   distended  bile-duct  stained  with   iodine, 
(x  1100.) 

a.  Epithelial  lining. 

1.  Young  gregarinse  or  psorospermia. 

2.  Ditto,  with  nucleus  and  nucleolus. 

3.  Ditto,  nearly  full  size,  still  showing  nucleus  and  nucleolus. 

4.  Old  oviform  psorospermia.     The  protoplasm  contains  large  granules  of 

various  shapes,  and  is  pushed  against  the  walls  of  the  cyst  by  a 
large  vacuole. 

5.  Old,  empty,  and  shrunken  capsule. 

6.  Filiform  coiled  bodies  simulating  filaria,  but  probably  debri.t  of  cap- 

sules. 

7.  Small  bodies,  probably  spores  or  germs  which  have  escaped  from  mature 

psorospermia,  and  which  have  not  yet  penetrated  into  epithelial  cells. 
Fig.  2  (1 — 3). — From  the  mucosa  of  a  distended  bile-duct.  There  was  only 
a  small  number  of  organisms  in  the  infiltrated  connective  tissue,  which  formed 
in  that  region  the  bottom  of  a  very  shallow  ulcer.  (Psorospermia  were  very 
abundant  in  the  epithelium  covering  the  margin  of  the  ulcer.)  In  the  gmnula- 
tion-tissue  they  were,  on  the  contrary,  scanty,  and  presented  unusnal  appear- 
ances.    The  specimen  was  stained  with  picro-carmine.     (  x  1100.) 

1.  Small  form,  corresponding  to  2,  fig.  2  (Plate  XXII). 

2.  Larger  form,  with  rod-shaped  bodies,  some  of  them  falciform,  probably 

the  debris  of  a  filament  similar  to  the  one  depicted  in  Plate  XXII  (6). 

3.  A  capsule  cut  across,  showing  the  granular  protoplasm  pushed  to  one 

side,  and  a  colloid-looking  body  (a)  forming  on  one  side  of  it.     B.  A 
similar  colloid-looking  body  seen  in  the  midst  of  small   round  cells, 
and  not  contained  in  a  capsule. 
(4 — 9.) — Bodies  observed  in    the    bile    removed   from   the  gall-bladder  of  a 
rabbit  immediately  after  death.     (  x  1100.) 

4.  A  young,  naked,  amceboid,  nucleated  body,  with  giauular  nucleus  and 

protoplasm,  and  vacuole-like  globules. 

5.  A  young  encapsulated  gregarina  (oviform  psorospermium),  showing  the 

two  layers  of  the  capsule.  (This  subdivision  is  hardly  ever  as 
distinct  as  it  was  in  this  case.)  The  upper  part  of  the  parasite  is 
slightly  out  of  focus,  and  this  gives  rise  to  the  misleading  appearance 
of  a  network. 

6.  An    old   encapsulated    gregarina.      a.    Large    vacuole-looking   space. 

h.  Granular  protoplasm  pushed  to  the  ends  and  to  one  side  of  the 
capsule. 

7.  Cell  containing  a  young  gregarina. 

8.  Cell  containing  three  oval-shaped  bodies  of  doubtful  nature. 

0.  An  epithelial  cell  apparently  not  yet  altered,  to  show  tlie  enlargement 
of  cells  7  and  8. 


Ttans.  Path.  Soc.  Vol  XU  R  2' 


K^  ^^    <D  '  Q        CN    owe        ^      c^ 


£><=='    O 


-        -     .     O  /^    0   O    ^O  Ci 


0      ^     o      ooo 
^O  0>'  =^^   ^    o  °   '^  ! 

o 

^    -    "  °0   °o  „         o  o  ° 
vj  Oo      „      (P        o!  „ 


'o*    '»    ? 


°°o    ° 


-A 


ti-^ 


^^ 


SWidau  Define  del. 


IGclera  Bros  sc 


GREGARINOSIS    VEL    PSOROSPEllMOSIS.  347 

more  cases  psorospermia  may  have  been  present,  but  were  not 
searched  for  with  sufficient  care  to  allow  me  to  affirm  their  entire 
absence. 

It  may  be  said,  therefore,  that  psorospermia  were  certainly 
present  in  92  per  cent,  of  the  rabbits  examined,  and  possibly  in  96 
per  cent.  I  may  here  remark  that  nothing  short  of  an  examination 
of  the  contents  of  all  the  bile-ducts  could  prove  the  absence  of 
these  peculiar  parasites,  since  their  presence  is  not  shown  at  the 
very  first  by  the  existence  of  any  marked  lesion,  so  that  it  would 
perhaps  be  more  correct  to  state  that  lesions  visible  to  the  naked  eye 
(psorospermic  nodules)  were  present  in  92  per  cent.,  and  possibly  in 
96  per  cent,  of  the  rabbits  examined.  This  fact  is  all  the  more  in- 
teresting that  all  the  animals  examined  were  young,  and  few  had 
reached  the  adult  size  (their  weight  ranged  from  688  grammes  to 
1675).  Six  of  them  were  examined  in  London,  the  others  were 
obtained  in  Geneva  from  farms  surrounding  the  town  ;  and  if  I 
may  be  allowed  to  draw  conclusions  on  such  unequal  bases,  I 
might  say  that  the  disease  is  more  prevalent  in  Switzerland  than 
in  London. 

II.  Danger  of  psorospermosis  to  life. 

Out  of  a  large  litter  composed  of  nine  animals  of  very  unequal 
size,  and  which  I  studied  carefully  in  Geneva,  both  before  and  after 
death,  I  noticed,  contrary  to  my  expectations,  that  the  liver  of 
some  of  the  small  rabbits  was  comparatively  free  from  psorospermia, 
whilst  some  much  larger  rabbits  were  infested  to  a  much  more 
considerable  extent. 

In  the  course  of  our  experiments  the  animals  composing  that 
litter  had  to  be  submitted  to  a  rather  long  preliminary  fast.  Two 
of  them  died  ;  they  were  both  very  small. 

In  one  of  them  the  liver  was  almost  entirely  replaced  by  psoro- 
spermic nodules.  In  the  other  the  roof  of  the  gall-bladder  was 
full  of  nodules  and  ulcerated  ;  haemorrhage  had  taken  place  into 
the  gall-bladder,  which  was  distended  with  coagulated  blood ;  but, 
strange  to  say,  the  rest  of  the  organ  was  comparatively  free  from 
lesions. 

It  is  evident  that  in  these  two  extreme  cases  the  presence  of 
psorospermic  lesions  must  have  accelerated  death.  A  third  rabbit 
got  very  ill,  but  did  not  die  naturally  ;  its  liver  contained  also  a  large 
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number  of  nodules.  Of  the  six  that  remained  it  was  found  on 
opening  their  bodies  that  the  largest  and  the  one  that  had  been 
most  active  was  also  the  one  in  which  psorospermia  were  most 
abundant.  In  that  case  the  gall-bladder  contained  a  large  number 
of  these  parasites.  The  smallest  animal  had  only  a  moderate  number 
of  nodules  in  its  liver. 

From  this  first  set  of  observations  it  seemed  evident  that 
psorospermia  may  seriously  interfere  with  the  growth  and  with  the 
health  of  young  rabbits  when  they  are  in  excessive  number  or  give 
rise  to  secondary  lesions  of  a  serious  nature,  but  it  was  equally 
evident  that  the  simple  fact  of  tbere  being  a  large  number  of 
psorospermia  in  the  liver  was  not  enough  to  account  for  the  serious 
state  produced  in  some  cases.  I  have  just  mentioned  a  fact 
supporting  this  view.  In  one  of  the  two  small  rabbits  that  died 
the  ulceration  of  the  gall-bladder  seems  to  have  been  the  main  cause 
of  death,  for  in  that  case  the  nodules  were  not  abundant  in  other 
parts  of  the  organ.  The  ulceration  was  caused  by  the  psorospermia, 
but  the  same  number  of  psorospermia  would  not  have  caused  death 
if  haemorrhage  had  not  taken  place. 

III.  Effect  of  psorospermosis  of  the  live^'  on  general  nutrition. 

It  was  only  natural  to  expect  that  a  disease  which  affected  to 
such  a  considerable  extent  one  of  the  most  important  organs  of  the 
body,  and  specially  one  having  so  much  to  do  with  assimilation, 
would  interfere  to  a  considerable  extent  with  the  nutrition  of  the 
body.  In  order  to  test  to  what  extent  this  was  the  case,  the  weight 
of  the  various  animals  used,  the  weight  of  their  liver,  and  the 
number  of  psorospermic  nodules  found  in  that  organ  were  care- 
fully ascertained.  These  numbers  were  then  compared,  and  the 
results  to  be  shortly  described  were  obtained.  I  may  mention  that 
these  observations  are  not  all  absolutely  comparable,  for — 

(1)  I  had  no  means  of  ascertaining  the  exact  age  of  the  rabbits 
(which,  however,  were  all  young). 

(2)  Many  of  them  were  under  the  influence  of  drugs. 

(3)  It  was  assumed  that  the  Dumber  of  psorospermia  present 
was  proportional  to  the  extent  of  the  lesions  produced  by  their 
presence,  whereas  it  is  probable  that  the  tissues  of  some  individuals 
are  more  prone  to  proliferation  or  degeneration  than  those  of  others. 

In  order,  however,  to  overcome  to  a  certain  extent  the  difficulties 
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created  by  these  and  other  possible  sources  of  error,  I  left  aside  the 
comparison  of  individual  results  and  confined  myself  entirely  to 
that  of  averages,  i.  e.  I  used  the  statistical  method. 

The  following  are  the  results  upon  which  I  based  the  conclusions 
which  will  be  found  further  on. 


Table  showing  the  weight  of  the  body  and  of  the  liver,  and  the  number 
of  psorospermic  hepatic  nodules  in  32  rabbits. 


No.  of 

Weight  of 

Weight  of 

Weiglit  of  liver 

Number  of 

rabbits  in 

liver  in 

per  thousand 

psorospermic 

Mode  of  death. 

rabbit. 

grammes. 

grammes. 

ofbody-weight. 

nodules. 

XXXIV 

1675 

5105 

30-4 

3 

Sharp  blow  on 
back  of  neck. 

XXXVII 

1560 

49-83 

32 

3 

XXV1,3 

1480 

40-45 

27-3 

1 

XXXIII 

1468 

46-95 

32 

3 

XXXV 

1434 

41-48 

28-9 

3 

XXXVI 

1415 

44-3 

31-3 

3 

XXIII 

1235 

28-9 

233 

2 

XXIV 

1215 

46-7 

38 

2 

XVI 

1167 

25-2 

23-3 

1 

XXII 

1075 

37-2 

34-5 

2 

XXIX 

1070 

33 

30-8 

1 

XXVII 

1068 

361 

33-8 

3 

X 

1063 

24-75 

23-5 

0 

Bleeding. 

XIX 

1032 

22-7 

222 

1 

Sliarp  blow  on 
back  of  neck. 

XXXII 

948 

35-35 

37 

3 

„ 

XXVIII 

936 

42-85 

45-7 

1 

,, 

XX 

917 

36-1 

40 

2 

„ 

IV 

900 

39-4 

43-7 

3 

„ 

XI 

886 

38-3 

43-2 

4 

„ 

XXVIa 

876 

40-3 

46 

2 

„ 

XVIII 

870 

28-9 

33-2 

0 

J, 

XXX 

868 

23-15 

26-6 

1 

,j 

1 

830 

35-7 

43 

2 

V 

810 

221 

27-2 

1 

jj 

XXV 

780 

21-7 

31-5 

2 

„ 

VII 

774 

21-8 

28-1 

4 

jj 

XVII 

755 

19-35 

25 

2 

j^ 

1              XV 

750 

16-8 

235 

1 

jj 

IX 

740 

21-40 

28-9 

3 

,, 

'         III 

728 

27 

37 

1 

„ 

II 

710 

24 

33-8 

5 

VIII 

688 

20-7 

30 

3 

" 

Note. — The  number  of  psorospermic  nodules  here  given  refer  to 
relative  and  not  to  absolute  measurements.    Each  liver  being  cut  up 
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into  tliiu  slices,  the  number  of  psorospermic  nodules  found  in  a  given 
surface  was  roughly  estimated  and  expressed  by  the  following 
number : 

0.  None  found.  3.  Pretty  abundant. 

1.  Very  few,  1  or  2.  4.  Very  abundant. 

2.  A  few.  5.  So  abundant  that  not  a  single  c.cm.  was  found  free. 

A  single  glance  at  the  table  will  be  enough  to  convince  any  one 
that  there  is  no  distinct  direct  or  inverse  proportion  between  the 
number  of  psorospermic  nodules  in  the  liver  and  the  size  of  the 
animal.  On  the  other  hand,  also,  it  can  be  easily  seen  that  within 
the  limits  of  size  (and  consequently  of  age  to  a  certain  extent)  of 
the  rabbit  used  the  size  of  the  liver  is  not  very  distinctly  influenced 
by  the  age  of  the  animal  (as  all  the  rabbits  were  young  I  think  this 
remark  is  not  immaterial). 

There  are  other  sources  of  variations  not  revealed  by  the 
table,  such  as  the  state  of  activity  of  the  liver  produced  by 
digestion  or  the  action  of  drugs.  A  more  minute  examination  of 
the  numbers  proves,  however,  that  although  the  presence  of  psoro- 
spermic nodules  does  not  interfere  much  with  the  nutrition  of  the 
body  or  the  function  of  the  liver,  yet  it  is  not  altogether  without 
influence.  This  of  course  can  be  already  inferred  from  what  I 
have  related  concerning  the  members  of  one  large  litter. 

From  all  the  facts  I  have  gathered  I  think  the  following  conclu- 
sions may  be  drawn  : 

1st.  Young  rabbits  arc  nearly  all  already  infested  with  psoro- 
spermia  within  the  first  two  or  three  months  of  their  life. 

2nd.  Those  which  are  not  infested  early  become  gradually  so, 
generally  before  they  reach  the  adult  size. 

3rd.  The  nutrition  is  not  materially  affected  when  psorospermia 
are  not  in  excessive  amount. 

4th.  When  they  are  extremely  numerous  the  animals  show  a 
tendency  to  get  thin  and  ill. 


IV.  Effects  of  psorospermosis  on  the  liver  itself. 

A.  Size  of  the  organ, — The  diagrams  which  T  have  just  discussed 
show  also  the  relations  which  exist  between  the  size  of  the  liver 
and  the  number  of  psorospermic  nodules  which  it  contains. 
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The  infested  livers  are  undoubtedly  larger  than  those  which  are 
not ;  so  long  as  the  number  of  psorospermia  is  not  very  considerable, 
the  size  of  the  organ  increases  more  or  less  proportionately  to  the 
number  of  nodules.     This  statement  refers  to  average  only. 

When  the  number  of  nodules  becomes  very  large,  the  weight  of 
the  liver  seems  to  remain  stationary  or  even  to  diminish  a  little,  so 
that  at  first  there  is  distinct  enlargement  of  the  organ,  whilst  in  the 
last  stages  there  is  a  tendency  to  atrophy. 

Thus,  whilst  the  general  nutrition  of  the  body  is  practically  unaffected 
except  in  extreme  cases,  the  liver  is  distinctly  diseased,  and  that  more 
or  less  proportionately  to  the  extent  to  which  it  is  infested. 

B.  Description  of  the  lesions. — It  is  hardly  necessary  to  describe 
in  detail  the  naked-eye  appearances  of  a  liver  invaded  by  psoro- 
spermia ;  they  are  well  known.  A  variable  number  of  rounded 
nodules  often  clustered  together  are  found  disseminated  all  through 
the  organ.  They  are  distributed  along  the  branches  of  the  bile- 
ducts,  and  many  of  them  are  usually  visible  through  the  capsule  of 
the  organ.  They  vary  much  in  size,  many  being  hardly  visible  to 
the  naked  eye,  others  measuring  several  millimetres  in  diameter, 
some  reaching  the  size  of  a  j^ea  or  even  of  a  hazel-nut.  They 
generally  have  a  round  shape  when  cut  transversely,  but  are  also 
often  elongated  or  irregular.  They  are  of  a  pale  ochre-yellow  colour, 
not  unlike  that  of  cheesy  tubercles,  and  the  fibrous  tissue  sur- 
rounding them  is  often  congested.  When  large  they  are  rather 
soft,  and  not  unlike  small  abscesses  ;  their  contents  are,  however, 
very  seldom  actually  diffluent,  being  usually  pultaceous  in  consistence. 
They  seldom  cause  much  deformity  of  the  organ,  but  they  often 
project  slightly  above  the  surface  when  just  under  the  capsule,  or 
cause  a  slight  bulging  of  the  corresponding  parts  when  deeply 
situated.  The  pultaceous  matter  can  be  removed  from  the  centre 
of  the  nodules,  and  when  this  is  done  a  cystic  cavity  is  left  with 
papillomatous  wall.  This  is  seldom  clearly  visible  with  the  naked 
eye,  but  can  easily  be  seen  with  a  lens  magnifying  from  five  to 
ten  times  in  diameter.  Occasionally  a  little  blood  is  found  mixed 
with  the  yellow  contents  of  the  cysts.  When  the  nodules  or  cysts 
are  very  abundant  the  liver  is  distinctly  nodulated  all  over,  and 
seems  to  be  full  of  large  yellow  tubercles  or  small  abscesses. 
Sometimes  when  the  masses  are  large  they  simulate  small  cancerous 
nodules.  These  large  masses  are  generally  composed  of  several 
nodules.     When  the  gall-bladder  is  affected  its  walls  are  thick  and 
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nodulated  ;  they  may  be  ulcerated  and  the  seat  of  haemorrhage. 
In  such  cases  the  bile  is  very  turbid,  and  when  not  mixed  with 
blood  it  has  a  greyish  appearance,  owing  to  admixture  with  the 
yellowish-white  particles.  Either  the  bile  thus  contaminated  or 
the  coutents  of  the  cysts  (or  nodules)  are  found  to  contain 
numerous  oval  bodies  closely  resembling  the  eggs  of  some  worms, 
and  having  all  the  characters  of  an  oviform  psorospermia  (Cocci- 
dium  oviforme).  The  smallest  cysts  (or  nodules)  when  examined 
microscopically  are  found  to  consist  chiefly  of  a  dilated  bile-duct, 
with  unusually  luxuriant  epithelium,  thick  investment  of  fibrous 
tissue,  and  a  number  of  psorospermia.  In  the  neighbourhood 
of  such  nodules  or  of  larger  nodules  it  is  possible  to  find,  now 
and  again,  bile-ducts,  containing  a  few  oviform  psorospermia,  slightly 
dilated  or  not,  and  showing  no,  or  only  slight,  signs  of  alteration 
on  their  epithelial  lining.  They  have,  however,  very  often  an  un- 
usually thick  investment  of  fibrous  tissue. 

In  the  larger  nodules,  the  overgrowth  of  epithelium  and  fibrous 
tissue  are  so  great  that  the  walls  of  the  cyst  become  papuliferous. 
At  that  stage  the  nodules  have  exactly  the  structure  of  papuliferous 
cystadenomata,  the  cavities  of  which  would  be  filled  with  psoro- 
spermia and  granular  debris. 

At  that  stage  the  epithelial  cells  present  very  remarkable  ap- 
pearances, most  of  them  containing  young  psorospermia  in  various 
stages  of  growth. 

These  large  nodules  are  surrounded  by  a  thick  layer  of  fibrous 
tissue,  in  the  midst  of  which  there  is  generally  a  large  number  of 
tortuous  bile-ducts,  more  or  less  normal  in  appearance  except  as  far 
as  number  is  concerned.  These  tubes  resemble  those  seen  in 
biliary  cirrhosis  produced  by  ligature  of  the  bile-ducts  (Charcot 
and  Gombault).  They  evidently  are  tributaries  of  the  larger  ducts 
obstructed  by  disease. 

The  psorospermia  woi'k  out,  therefore,  experiments  which  are  be- 
yond the  scope  of  human  skill.  By  them  small  bile-ducts,  barely 
visible  to  the  naked  eye,  become  plugged  one  after  the  other  (whilst 
in  ordinary  experiments  either  the  common  bile-,  or  one  of  the 
hepatic  ducts  is  obstructed).  In  older  nodules  still  the  epithelium 
is  partly  destroyed,  and  the  cellular  connective  tissue  surrounding 
the  cyst  is  in  its  turn  invaded  by  psorospermia,  which,  however,  do 
not  seem  to  thrive  much  in  that  situation,  and  do  not  acquire 
there  the  size  which  they  reach  in  epithelial  cells. 
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It  is  at  this  stage  that  hsemorrhages  are  liable  to  take  place. 
The  ulcers  thus  formed  are  filled  up  with  granulation  tissue  which 
may  grow  into  the  cystic  cavity.  Whether  this  leads  to  complete 
cicatrisation  in  some  cases  is  not  quite  certain,  but  very  probable. 

One  of  the  most  interesting  points  in  connection  with  these 
lesions  is  their  essentially  local  nature.  Wherever  the  psorospermia 
are  found  there  are  after  a  short  time  indications  of  rapid  prolifera- 
tion of  epithelial  cells  and  connective-tissue  corpuscles.  The  ducts 
become  obstructed,  and  the  regions  of  the  liver  corresponding  to 
the  obstructed  channels  assume  the  appearances  known  in  connec- 
tion with  biliary  cirrhosis,  but  everywhere  else  the  hepatic  tissue 
seems  unaffected  by  the  disease. 

In  two  instances  I  have  seen  altered  psorospermia  in  hepatic 
veins  situated  in  tbe  neighbourhood  of  large  ulcerated  psorospermic 
cysts. 

This  is  possibly  one  of  the  ways  in  which,  distant  organs  maybe- 
come  invaded. 

The  most  remarkable  features  of  these  lesions  are  undoubtedly — 
(1)  the  peculiar  proliferation  of  the  epithelial  cells ;  (2)  the  pre- 
sence in  their  protoplasm  of  germs  which,  although  at  first  practi- 
cally indistinguishable,  gradually  assume  a  shape  and  appearance 
which  betray  their  true  nature  ;  yet  even  when  fully  developed  the 
cellular  parasite  resembles  so  much  a  large  epithelial  cell  with 
fatty  contents,  that  it  is  often  difficult  to  decide  where  the  cells  end 
and  the  parasite  begins.  This  simultaneous  growth  of  cell  and 
parasite  is  a  fact  of  very  considerable  interest,  specially  when  the 
close  analogy  between  certain  malignant  growths  and  the  psoro- 
spermic lesions  are  kept  in  mind. 

V.  Description  of  the  gregarina  or  oviform  jpsorospermiimi  of  the 
rabbit's  liver. 

In  the  course  of  my  anatomical  examination  of  the  livers  just 
referred  to  I  came  across  various  developmental  stages  of  the 
parasite  causing  the  lesions.  Some  of  these  stages  have  not,  so 
far  as  I  know,  been  described  in  connection  with  the  organism 
found  in  the  liver ;  it  is  even  on  their  absence  that  Leuckart  has 
based  almost  entirely  the  creation  of  his  new  genus  Coccidium. 
It  may  prove,  therefore,  useful  to  discuss  the  development  of  the 
oviform  psorospermia,  such  as  it  can  be  traced  in  the  liver  itself. 

23 
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This,  as  will  be  seen  further  on,  does  not  preclude  the  existence  of 
another  mode  of  reproduction  outside  the  body. 

There  can  be  little  doubt  that  the  organism  arrived  at  a  cer- 
tain stage  is  capable  of  wandering  from  one  part  of  the  organ  to 
another.  This  is  proved  by  the  fact  that  bile-ducts  showing  no 
trace  of  lesion,  except,  perhaps,  those  which  are  generally  asso- 
ciated with  the  retention  of  bile,  may  contain  one,  two,  or  even 
quite  a  row  or  string  of  parasites,  and  this  may  be  found  to  be 
clearly  on  the  proximal  part  of  a  duct  entirely  obstructed  by  a 
psordspermic  nodule.  (A  psorospermic  nodule,  as  has  been  shown 
above,  is  really  a  cyst  full  of  psorospermia,  but  to  avoid  confusion 
the  word  nodule  will  be  used  in  this  description  instead  of  the 
word  cyst.) 

Another  proof  still  more  conclusive  is  the  presence  of  fully 
formed  encysted  psorospermia  in  small  ducts,  the  epithehum  of 
which  is  free  from  psorospermic  lesions  both  above  and  below  the 
place  where  the  parasite  is  lodged. 

The  same  form  may  also  be  found  free  in  the  bile  contained  in 
the  gall-bladder,  and  also  in  the  intestine. 

It  is,  however,  the  fact  that  a  fully  formed  oviform  psorosper- 
mium  or  encapsulated  (encysted  ?)  gregarina  may  ascend  in  the 
bile-ducts  in  a  direction  opposite  to  that  of  the  flow  of  bile  to 
which  I  want  to  attract  special  attention  here.  It  may  not  be  the 
only  form  capable  of  travelling  into  the  liver  along  the  bile- 
passages. 

This  I  will  describe  as  the  mature  or  complete  organism,  as  far  as 
the  liver  is  concerned.  It  has  the  following  structure  (Plate 
XXII,  fig.  1  [5]  ;  Plate  XXIII,  fig.  2  [5]) : 

(a)  A  very  thin  external  membrane  or  cuticle  extremely  difl&cult 
to  see,  or  even  invisible  under  ordinary  circumstances,  occasionally, 
however,  becoming  very  distinct  by  separation  from  the  following 
layer  of  the  capsule. 

(h)  The  essential  part  of  the  capsule  is  clear,  apparently  struc- 
tureless, comparatively  thick  (from  /tx  ^  to  |  or  1). 

(c)  The  protoplasmic-looking  contents  generally  fill  up  the  whole 
of  the  capsule  in  the  fresh  state ;  there  may  be,  however,  a  space 
between  the  two.  This  space  may  exist  at  one  or  at  both  ends,  or 
all  round  the  contents  of  the  capsule ;  it  is  also  variable  in  depth 
and  shape. 

The  central  protoplasmic  mass  is  composed  essentially  of  two 
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parts — (1)  a  clear  structureless  ground-substance,  (2)  large  and 
numerous  granules,  refracting  light  strongly,  and  generally  oval  or 
round  in  shape. 

Some  of  these  granules  at  certain  stages  of  growth  stain  black 
with  osmic  acid,  and  brown  with  iodine.  In  some  cases  they  seem 
to  have  a  distinct  double  contour.  These  granules  are  sometimes 
arranged  so  regularly  under  the  deeper  layers  of  the  capsule  as  to 
give  the  impression  that  there  is  a  kind  of  reticulum  under  that 
layer  ;  this  is  more  apparent  when  the  specimen  is  out  of  focus  than 
under  other  circumstances.  These  granules  or  spores  must  in  some 
way  or  other  escape  from  the  capsule,  for  granules  entirely  similar 
may  be  found  in  the  lumen  of  distended  bile-ducts,  and  empty 
capsules  are  also  found,  rarely,  in  ducts  showing  no  trace  of  epi- 
thelial lesions,  but  commonly  in  places  where  the  epithelium  is 
distinctly  affected. 

In  addition  to  this  evidence  of  dehiscence  of  the  capsule  and 
escape  of  the  contents,  there  is  another  fact  of  considerable  import- 
ance as  pointing  indirectly  to  a  sudden  invasion  of  certain  portions 
of  the  bile-ducts  by  a  large  number  of  germs  liberated  very  nearly 
at  the  same  time. 

When  a  part  of  a  duct  is  affected  nearly  all  its  epithelial  cells 
seem  to  be  affected  at  the  same  time,  so  that  in  the  youngest  lesions 
there  are  very  few  cells  which  do  not  show  signs  of  disease.  This, 
in  fact,  is  the  reason  why  the  disease  is  nodular  in  character ;  for  if 
small  germs  ascended  the  bile-ducts  from  the  intestine,  there  is  no 
special  reason  why  they  should  affect  rather  one  group  of  cells  than 
another,  and  one  would  rather  expect  in  such  a  case  to  see  the  bile- 
ducts  affected  continuously  from  their  common  opening  in  the 
intestine  up  to  their  most  remote  ramijB.cations. 

On  the  contrary,  if  it  be  admitted  that  a  large  organism  is  capable 
of  worming  its  way  up  the  channels,  it  will  be  easy  to  understand 
how,  when  the  dehiscence  of  that  organism,  mature  and  full  of 
spores,  occurs,  a  large  number  of  small  germs  will  be  disseminated 
in  the  immediate  neighbourhood  of  the  spot  reached  by  the  mature 
parasite;  the  result  of  this  simultaneous  affection  of  a  large 
number  of  epithelial  cells  at  about  the  same  level  being  the  produc- 
tion of  a  more  or  less  elongated  nodule. 

Starting  from  these  small  granules,  germs,  or  spores,  the  fol- 
lowing stages  can  be  followed  more  or  less  clearly  in  fixed 
specimens  : 
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1.  Small,  round,  oval,  or  elongated  structureless  masses  mixed  with 
a  number  of  granules  which,  are  of  smaller  size  and  possibly 
indifferent.  These  granules,  still  embedded  in  some  homogeneous 
substance,  may  form  large  masses  on  the  surface  of  infested  epithe- 
lium (Plate  XXIII,  fig.  1). 

These  small  bodies  apparently  penetrate  into  the  epithelial 
cells,  where,  at  least  for  a  time,  they  disappear,  that  is,  cannot  be 
(distinguished  from  other  protoplasmic  granules.  They  seldom 
measure  more  than  ^  3  in  their  greatest  diameter,  and  are  very 
often  not  larger  than  large  nucleoli, 

2.  After  a  short  time,  however,  bodies  looting  very  much  like 
nuclei  appear  in  various  parts  of  the  cells.  The  cells  containing 
these  bodies  are  distinctly  larger  than  the  normal  ones  (Plate 
XXIII,  fig.  2  [7—9]  ;  Plate  XXII,  fig.  2  [1]  ). 

These  nuclear-looking  bodies  are  probably  nothing  more  than 
small  amoeboid  masses  contained  in  a  large  vacuole-like  cavity ;  when 
the  small  mass  is  slightly  contracted  a  space  remains  between  it  and 
the  walls  of  the  cavity,  and  this  space  looks  like  a  membrane  with 
a  double  contour. 

3.  The  body  now  assumes  distinctive  features,  which  render  its 
recognition  easy  (Plate  XXII,  fig.  2  [2];  Plate  XXIII,  fig.  2  [4]). 
The  small  amoeboid  mass  contains  a  nucleus-like  body,  which  itself 
encloses  one  large  nucleolus  or  several  rounded  granules.  The 
protoplasma  surrounding  the  nucleus  is  coarsely  granular,  and  many 
of  the  granules  stain  black  with  osmic  acid  and  brown  with 
iodine. 

4.  The  parasite  assumes  a  distinct  ellipsoidal  shape  (Plate  XXII, 
fig.  2  [3]  ),  and  becomes  larger  than  an  ordinary  epithelial  cell, 
and  distends  the  enlarged  cell  in  which  it  is  lodged.  An  external 
layer  (ectosarc)  is  at  this  stage  distinct  from  the  granular  endosarc  ; 
the  granules  are  large  and  distributed  equally  all  over  the  body  of 
the  organism  ;  the  nucleus  is  indistinct,  and  seems  to  be  replaced 
by  a  large  mass  of  highly  refractive  granules,  which  stain  quite 
black  with  osmic  acid  and  dark  brown  with  iodine.  A  nucleus 
may,  however,  be  demonstrated  at  that  stage  by  staining  the  speci- 
mens with  rubin  and  decolourising  with  acetic  acid  {%)  and  double 
staining  with  methylene  blue.  In  specimens  thus  prepared  the 
nucleus  is  seen  to  be  covered  with  a  layer  of  granules  stained 
blue  or  violet ;  a  nucleolus  is  often  also  distinct.  The  body  of  the 
nucleus  seems  to  be  composed  of  a  more  or  less  homogeneous  sub- 
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stance.  The  granules  of  the  outer  portion  of  the  protoplasma  are 
stained  variously,  but  seldom  as  deeply  as  those  immediately  sur- 
rounding the  nucleus.  Here  and  there,  however,  a  large  granule 
is  found,  which  is  intensely  stained  with  methylene  blue,  with  osmic 
acid,  or  with  iodine. 

The  organism  is  distinctly  contractile,  and  may  assume  a  nearly 
globular  shape,  or  an  elongated,  almost  vermiform  appearance ;  it  is 
often  in-egular,  being,  for  instance,  flat  on  one  side  and  convex  on 
the  other.  The  mass  may  also  contract  within  the  cavity  con- 
taining it,  so  as  to  leave  a  space  between  itself  and  the  protoplasma 
of  the  cell. 

5.  The  amoeboid  mass  seems  now  to  be  capable  of  becoming 
differentiated  in  various  ways.  I  have  not  been  able  to  make  out 
which  is  the  determining  element  of  these  differences,  or  whether 
the  differences  are  only  apparent  and  the  result  of  consecu- 
tive changes.  My  reasons  for  expressing  these  doubts  are  the 
following  : 

(a)  The  appearance  presented  by  the  parasite  is  independent  of 
its  size  (within  the  limits  which  have  already  been  determined). 

(h)  Some  of  the  parasites  which  attain  the  most  complex  struc- 
ture seem  to  degenerate  afterwards. 

(c)  Some  of  those  which  do  not  become  fully  differentiated  seem 
to  resolve  themselves  into  large  round  or  oval  bodies  with  distinct 
outline,  more  like  spores  than  the  granules  contained  within  the 
more  complex  organisms.  I  will  therefore  give  a  parallel  descrip- 
tion of  these  various  forms,  without  attempting  for  the  present  to 
interpret  their  relation. 

A.  The  nucleus-like  mass  disappears  from  the  centre  of  the 
psorospermium.  The  large  bright  granules  occupying  the  centre 
become  fewer  in  number,  and  the  mass  escapes  from  the  cell  con- 
taining it  in  the  shape  of  an  amoeboid  body,  very  granular,  and 
without  a  nucleus. 

B.  The  same  phenomenon  may  take  place  after  a  thin  membrane 
has  formed  round  the  parasite  (Plate  XXII,  fig.  2  [4]  ) . 

C.  Very  large  naked  amoeboid  masses,  with  or  without  a  nucleus 
and  finely  granular,  may  be  found  here  and  there  clinging  to  the 
walls  of  a  psorospermic  nodule.  (Such  masses  are  fully  as  large  as 
the  Amoeba  coli.) 

D.  Whilst  still  within  the  cell,  and  after  or  before  encapsulation, 
some  psorospermia  present  a  remarkable  appearance.     The  granules 
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disappear,  and  long  filaments  become  visible.  These  filaments 
are  sometimes  arranged  with  great  regularity  apparently  just 
under  the  surface  of  the  organism,  and  extend  from  one  pole 
towards  the  other  like  the  meridians  of  a  sphere,  or  like  the 
chromatin  filaments  in  the  diaster  stage  of  karyokinesis.  This  is 
specially  the  case  when  the  psorospermia  exhibiting  that  appearance 
are  small,  and  sometimes  when  there  is  a  pair  of  them  side  by  side. 
It  is  more  common,  however,  to  find  (one  or  several  ?)  convoluted 
filaments,  producing  an  appearance  reminding  one  of  the  convoluted 
stage  of  karyokinesis  (Plate  XXII,  fig.  2  [6]  ).  It  is  very  probable 
that  portions  of  these  convoluted  filaments  correspond  to  the  falci- 
form corpuscles  described  by  Eimer,  Schneider,  and  others. 

E.  Finally,  the  most  complex  form  is  the  one  already  described 
as  the  ma^twe/orw,  with  its  double  wall  and  its  granular  contractile 
protoplasma.  It  is  to  this  form  that  the  term  of  encysted  or 
encapsulated  gregarina  should  be  applied  if  Elmer's  interpretation 
be  accepted.  The  shape  of  these  bodies  is  ellipsoidal  or  ovoid,  and 
seldom  truly  oval ;  they  measure  from  30  to  35  ^  in  length  by  15  to 
20  fi  in  width.  They  are  capable  of  a  kind  of  vermiform  motion, 
as  shown  by  the  various  shapes  which  they  assume  on  leaving  the 
cells  which  up  to  then  had  contained  them,  and  also  by  their 
presence  in  small  bile-ducts,  the  lumen  of  which  is  smaller  than 
the  smallest  diameter  of  the  parasite.  Three  or  four  of  these 
organisms  may  sometimes  be  found  forming  a  string,  so  to  speak, 
in  a  bile-duct  showing  no  other  alteration  than  dilatation  due  to 
retention  of  bile  and  increase  of  connective  tissue  around  them. 
It  is  not  unusual  to  see  them  in  such  case  all  presenting  different 
shapes :  for  instance,  one  may  be  long  and  narrow,  one  third  longer 
than  another  more  spherical  specimen  ;  a  third  one  may  be  flat  on 
one  side  and  convex  on  the  other ;  and  so  on. 

6.  These  encapsulated  gregarinse  undergo  further  changes  which 
may  be  of  a  degenerative  character.  These  changes  probably  occur 
when  the  spores  or  granules  do  not  happen  to  escape  at  an 
earlier  stage  owing  to  the  capsules  not  reaching  a  place  favouring 
further  developmental  changes.  (I  do  not  discuss  here  what 
happens  when  the  parasite  leaves  the  body  and  finds  its  way  into 
some  water  or  damp  place.) 

The  early  stages  of  what  I  take  to  be  degenerative  changes  can 
be  best  observed  in  those  capsules  which  have  penetrated  into  the 
connective  tissue  forming   the   bottom  of  an   ulcer  (granulation 
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tissue)  (Plate  XXIII,  fig.  2  [2  and  3]  ),  and  also  in  the  centre  of 
large  psorospermic  nodules,  where  a  large  number  of  egg-shaped 
psorospermia  have  accumulated. 

Small  colloid-looking  bodies  appear  in  the  midst  of  the  granules. 
The  protoplasma  shrinks,  sometimes  surrounding  in  part  the 
colloid-looking  body. 

Finally,  large  vacuole-like  spaces  push  what  remains  of  the 
protoplasma  to  one  side  of  the  capsule  and  towards  the  poles 
(Plate  XXIII,  figs.  1  [4]  and  2  [6]  ). 

7.  This  stage  is  probably  followed  by  a  rupture  of  the  capsule, 
which  by  that  time  has  reached  its  maximum  size  (e.  g.  40  /u  by 
25  p).  Shrunken  empty  capsules  and  their  debris  are  often 
found  in  the  midst  of  other  psorospermia  (Plate  XXIII,  fig.  1 
[5,  6]  ).  Whether  these  last  two  stages  are  to  be  considered  as 
degenerative  changes  or  not  is  a  question  which  I  will  leave  open 
for  the  present. 

(The  above  descriptions  have  been  based  on  what  can  be  observed 
in  young  lesions.  In  older  lesions  I  have  often  observed  the  forma- 
tion of  small  oval  or  round  bodies  about  the  size  of  a  red  blood- 
corpuscle,  two,  three,  or  four  often  combined  together  and  formed 
at  the  expense  of  gregarinse  which  had  not  become  encapsulated.) 

Prom  what  precedes  it  will  be  easily  gathered  that  it  is  not 
necessary  for  the  oviform  psorospermium  to  leave  the  body  of  its 
host  before  it  can  reproduce.  The  parasite  is  evidently  capable  of 
ascending  the  bile-ducts  when  it  has  reached  a  considerable  size, 
and  is  capable  of  producing  a  large  number  of  spores  or  germs 
wherever  it  settles.  There  might  be  a  difference  between  certain 
encapsulated  forms  and  others ;  this  seems  to  be  indicated  by  the 
changes  observed  within  certain  of  the  capsules,  but  it  does  by  no 
means  follow  that  because  a  certain  number  of  organisms  undergo 
degeneration  they  would  have  been  incapable  of  further  develop- 
ment without  leaving  the  liver.  On  the  other  hand,  it  is  quite 
possible  that  a  certain  number  of  psorospermia  may  have  acquired 
special  properties,  by  conjugation  or  otherwise,  which  necessitate 
their  passing  into  some  other  medium  within  a  certain  time  before 
further  growth  and  development  can  take  place.  These  things  are 
not  necessarily  indicated  by  structural  differences ;  yet  in  this  case 
the  development  of  peculiar  filaments  in,  apparently,  a  limited 
number  of  psorospermia  seems  to  indicate  certain  structural 
differences. 
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It  will  be  easier  to  realise  tlie  difficulties  created  by  the  various 
appearances  presented  by  psorospermia  by  studying  the  plates 
which  accompany  this  paper  (and  which  have  been  drawn  as  accu- 
rately as  possible)  than  by  reading  the  most  careful  description. 

The  specific  importance  attached  to  size  and  various  intomal 
appearances  by  most  authors  is  probably  not  justifiable.  A  simple 
glance  at  Plates  XXII  and  XXIII,  in  which  all  the  figures  are 
drawn  exactly  to  the  same  scale,  will  show  how  Uttle  value  can  be 
attached  to  these  features^ 


VT.  Conclusions, 

From  what  precedes,  I  think  there  can  be  little  doubt  that  in 
psorospermosis  or  gregarinosis  we  have  an  instance  of  a  most 
typical  form  of  parasitic  disease,  in  which  the  most  intimate  con- 
nections can  be  traced  between  the  cells  of  the  organism  invaded, 
the  parasite,  and  the  ultimate  lesions  produced. 

At  one  stage,  indeed,  there  seems  to  be  an  almost  complete  fusion 
between  the  invading  and  the  invaded  protoplasma,  fusion  which 
evidently  must  be  only  apparent.  As  a  result  of  the  irritation 
produced  by  the  parasite  excessive  growth  and  proliferation  of  the 
epithelial  cells  and  of  the  subjacent  connective  tissue  occur,  and 
as  this  takes  place  jMiri  passu  with  the  growth  of  the  parasite,  a 
very  complex  tumour  is  produced,  in  which  it  is  not  always  easy  to 
distinguish  between  tbe  parasite  and  the  cells  acting  as  hosts. 
Perhaps  not  the  least  interesting  thing  to  be  noticed,  when  the 
disease  is  compared  with  those  resulting  from  bacterial  i>arasitism, 
is  the  almost  entire  absence  of  necrosis  of  tissues  in  or  about  lesions 
which  have  not  reached  a  very  large  size.  In  the  very  advanced 
lesions  there  are  indications  of  necrosis  and  ulceration,  but  there 
is  good  evidence  to  show  that  this  ulceration  is  a  result  of  a  me- 
chanical interference  with  the  circulation  of  the  parts  affected, 
either  through  simple  pressure  on  vessels,  or  through  the  develop- 
ment of  a  large  amount  of  connective  tissue,  which  after  a  time 
undergoes  contraction. 

This  excessive  formation  of  fibrous  tissue  seems  to  be  much  more 
due  to  retention  of  bile  than  to  the  presence  of  the  parasite.  This 
is  proved  by  the  fact  that  around  the  small  branches  of  an  ob- 
literated duct,  long  before  any  organism  can  be  discovered  in  the 
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lumen,  there  is  a  distinct  increase  of  fibrous  tissue,  a  biliary 
cirrhosis  extending  into  the  parenchyma  of  the  organ  in  the  usual 
way. 

Another  proof  of  the  absence  of  very  poisonous  properties  on  the 
part  of  psorospermia  is  the  almost  entire  absence  of  constitutional 
symptoms.  In  fact,  it  is  only  when  psorospermia  are  in  very  excessive 
numbers,  and  actually  cause  an  almost  complete  destruction  of  the 
liver  by  obstructing  nearly  all  its  ducts,  that  the  disease  produces 
distinct  constitutional  symptoms.  The  same  serious  eflfects  occasion- 
ally result  from  important  secondary  lesions.  The  very  possibility 
of  the  organ  being  almost  entirely  replaced  by  psorospermic  nodules 
is  in  itself  a  remarkable  proof  that  the  products  of  the  metabolism 
of  psorospermia  have  no  marked  poisonous  properties.  Between 
psorospermosis  and  septicaemia  or  diphtheria,  for  instance,  there  is 
therefore  an  extreme  difference.  Without  taking  such  extreme 
instances  it  may  be  said  in  a  general  way  that  the  reaction  of  the 
animal  organism  to  psorospermia  is  very  different  from  what  it  is 
to  almost  all  vegetable  organisms  which  have  a  much  greater  power 
to  pass  through  the  epithelial  investment  of  the  body.  This  con- 
sideration makes  it  very  improbable  that  psorospermia  are  vegetable 
organisms,  as  Balbiani  and  some  others  feel  inclined  to  believe.  I, 
however,  give  this  argument  for  what  it  is  worth. i 

A  more  important  proof  in  support  of  this  view  is  the  remark- 
able analogy  which  exists  between  the  life  history  of  these  psoro- 
spermia and  one  cycle  in  the  development  of  gregarinse. 

A  discussion  of  the  opinions  held  by  various  authors  who  have 
written  on  Gregarinidae  or  Psorospermia,  Coccidia,  &c.,  would  pro- 
bably be  out  of  place  here,  the  subject  being  one  of  considerable 
difficulty  even  to  the  most  experienced  zoologists.  Those  who  may 
be  interested  in  the  question  will,  however,  find  tlie  means  to  satisfy 
themselves  by  looking  at  the  bibliographical  appendix  which  I  have 
added  to  this  paper.  Considering  the  amount  of  attention  which 
has  been  paid  to  the  subject  lately,  it  was  my  intention  to  give  a 

'  Many  of  the  parasitic  diseases  of  the  skin  might  easily  be  taken  to  support 
arguments  against  the  one  just  advanced;  thus,  the  Microsporon  furfur  pro- 
duces very  little  if  any  irritation  of  the  skin  (under  ordinary  circumstances). 
This  is,  however,  probably  the  result  of  its  extremely  superficial  distribution,  for 
in  the  case  of  another  mould  fungus,  the  Achorion  Schonleinii,  considerable 
irritation  can  be  produced  when  the  mycelial  filaments  reach  the  deeper  parts  of 
the  skin. 
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complete  account  of  the  work  done  by  previous  workers,  but  T  have 
not  been  able  to  find  time  for  this ;  mj  excuse  for  publishing  an 
incomplete  list  of  names  is  that  even  as  it  stands  it  may  prove  to 
be  of  some  use. 

Before  concluding  I  may  add  some  remarks  as  to  one  of  the  modes 
in  which  the  whole  body  may  become  invaded  by  psorosperniia 
through  the  liver.  When  nodules  have  reached  a  certain  size  an 
ulcerative  process  takes  place,  as  I  have  already  explained ;  this 
ulceration  occasionally  extends  as  far  as  the  walls  of  the  hepatic 
veins,  and  the  contents  of  the  cysts  are  sw^ept  gradually  away  by 
the  blood-current.  When  such  ulceration  takes  place  in  certain 
regions — such  as,  for  instance,  in  the  neighbourhood  of  the  gall- 
bladder— haemorrhage  into  the  biliary  passages  may  take  place,  with 
fatal  results,  as  shown  by  one  of  the  cases  recorded  above.  But 
usually  the  duct  is  already  obstructed,  and  no  serious  haemorrhage 
can  take  place. ^ 

One  of  the  most  interesting  aspects  of  psorospermosis  is  probably 
the  remarkable  analogy  there  is  between  the  lesions  produced  by  the 
growth  of  the  epithelium  of  bile-ducts  and  the  connective  tissue  of 
Glisson's  capsule  and  adenomata,  and  even  columnar  epitheliomata. 
A  look  at  the  plate  published  with  this  paper  will  easily  convince 
any  one  that  but  for  the  presence  of  coccidia  in  the  walls  and  in 
the  centre  of  the  nodules  these  might  be  well  described  as  "papu- 
liferous cystadenomata."  There  is  the  same  increase  of  epithelium 
and  of  the  subjacent  connective  tissue  in  both  cases,  and  the  same 
tendency  to  convolution  of  the  surface  owing  to  increase  of  epithe- 
lium and  connective  tissue.  Ulceration  is  not  a  leading  feature  in 
psorospermosis,  and  seems  to  be  a  result  of  degeneration  secondary 
to  pressure  and  interference  with  circulation,  and  the  same  thing 
is  also  observed  in  tumours. 

Therefore  the  only  reason  that  one  can  offer  for  not  calling  a 
psorospermic  nodule  a  cystadenomatous  tumour  is  that  one  knotvs 
its  mode  of  origin.  When  it  is  remembered  that  actinomycosis  may 
produce  similar  results,  but  to  a  much  less  extent,  one  is  almost 
irresistibly  led  to  hope  that  all  tumours  may  ultimately  enter  into 

I  This  is  a  very  interesting  demonstration  of  the  way  in  which  the  contents 
of  softened  adenomatous-looking  noddies  occurring  in  soino  of  the  cases  of  so- 
called  adenomata  of  the  liver  (nodular  hepatitis)  pass  into  the  portal  and  hepatic 
veins  with  other  products.  In  such  cases  the  vessels  are  filled  with  badly 
formed  clots,  various  debris,  and  large  fatty  liver-cells. 
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the  category  of  parasitic  diseases,  in  the  same  way  as  tubercular, 
syphilitic,  actinomycotic,  psorospermotic,  and  other  lesions  have 
within  the  present  century.  If  this  hope  were  to  be  realised  the 
first  great  step  towards  the  prevention  of  tumours  would  have  been 
taken. 

A  remarkable  correlation  between  the  virulence  of  the  organism 
and  the  nature  of  the  lesions  it  produces  is  brought  out  very  clearly 
by  the  study  of  psorospermosis.  In  this  disease  the  parasite  does 
not  seem  to  produce  any  poison  deadly  to  the  surrounding  tissue — 
in  fact,  it  seems  to  be  almost  entirely  devoid  of  any  very  marked 
irritating  properties ;  its  presence  leads  to  a  state  of  irritation 
which  exceeds  only  slightly  physiological  stimulation,  and  the 
result  of  this  slight  irritation  is  an  excess  of  growth  and  multipli- 
cation with  hardly  any  increase  of  death  among  the  cellular 
elements. 

Such  a  state  of  things  corresponds  well  with  what  we  know  of 
tumour  growth.  It  seems  as  if  one  were  bound  by  logical  deduc- 
tion to  admit  that  the  less  poisonous  a  parasite  is,  the  more  likely  it 
is  to  act  as  an  important  factor  in  the  formation  of  tumours. 

Another  point  of  considerable  importance  is  the  universality  of 
the  aifection.  Not  only  were  all  or  nearly  all  the  i-abbits  I  exa- 
mined infested  with  psoi'ospermia,  but  the  youngest  and  smallest 
seemed  to  be  at  times  as  much  affected  as  the  older  ones.  Brown- 
Sequard  more  than  forty  years  ago  had  already  been  struck  by  the 
same  fact,  and  found  that  rabbits  might  be  affected  at  the  time  of 
their  birth,  and  therefore  in  utero.  The  fact  is  all  the  more 
interesting  that  the  researches  of  Cornalia,  Osimo,  and  Pasteur 
have  proved  that  in  the  disease  of  silkworms  known  under 
the  name  of  ^^ pehrine,"  and  which  Balbiani  has  shown  to  be 
due  to  psorospermosis,  the  ova  themselves  are  invaded  by  the 
embryos  of  the  parasite,  the  host  and  the  parasite  practically 
coming  into  existence  at  the  same  time.  We  have  in  this  another 
remarkable  difference  between  the  behaviour  of  bacteria  and  of 
psorospermia,  for  as  yet  the  bacteria  infesting  a  mother  have  not 
been  clearly  shown  to  affect  the  foetus  in  utero  otherwise  than  by 
the  alkaloidal  poison  which  they  generate.^ 

Brown- Sequard  has  also  stated  that  the  wild  rabbits  of  North 
America  are  seldom,  if  ever,  affected  with  the  disease,  whilst  the 
domestic  rabbits  which  he  had  examined  in  Paris  were  nearly  all 
'  Some  statements  to  the  contrary  have  lately  been  made. 
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affected.  TMs  is  a  statement  which,  if  proved,  would  be  of  great 
interest.  My  impression  is  that  there  is  some  exaggeration  in  it. 
I  have,  however,  made  an  observation  which  would  tend  to  account 
for  the  possibility  of  a  very  rapid  diffusion  of  the  disease  in 
hutches  of  rabbits.  After  opening  the  stomach  of  about  a  dozen 
of  these  animals  I  was  astonished  to  find  that  whatever  food  I  gave 
them,  they  had  nearly  always  their  stomach  half  full  of  a  brownish- 
greenish  stuff,  which  was  sometimes  distinctly  composed  of  small 
round  or  oval  bodies  the  size  of  large  peas  ;  I  therefore  watched 
the  other  auimals  which  were  under  observation,  and  noticed  that 
even  when  they  had  no  food  they  were  pretty  constantly  munching. 
After  a  time  I  found  that  they  were  actually  using  their  own 
droppings  for  the  purpose.  Not  only  that,  but  whenever,  through 
the  administration  of  drugs  or  otherwise,  they  showed  any  sign  of 
irritation  about  the  anus,  it  was  usual  for  them  to  eat  their  own 
droppings  just  as  they  left  the  body.  It  is  therefore  evident  that 
rabbits  kept  in  captivity  and  in  a  limited  space  may  become  rapidly 
infected  one  by  the  other,  as  they  seem  to  show  very  little  dis- 
crimination in  the  choice  of  their  food.  I  do  not  think  they 
exhibit  the  same  tastes  when  in  the  wild  state,  but  it  is  at  any  rate 
certain  that  they  cannot  partake  of  their  droppings  to  the  same 
extent  as  in  captivity.  This  might  account  for  the  difference 
noticed  by  Brown-Sequard  and  by  others  since. 

The  answer  to  the  question  which  prompted  this  inquiry  will  be 
evident  to  any  one  who  has  read  this  paper.  Psorospermosis  is  at 
first  localised  not  only  to  certain  organs,  but  even  to  certain  parts 
of  those  organs.  In  the  liver  the  bile-ducts  become  affected  one 
by  one,  and  the  corresponding  parts  of  the  organ  become  slowly 
destroyed  by  biliary  cirrhosis  ;  but  the  parts  corresponding  to  healthy 
or  pervious  duds  do  not  seem  to  he  affected  either  in  structure  or  in 
function.  It  is,  however,  probable  that  the  parts  unaffected  become 
more  active ;  it  would  be  diflScult  to  account  for  the  long-continued 
absence  of  constitutional  symptoms  otherwise  than  by  some  com- 
pensatory action.  In  the  immediate  neighbourhood  of  psoro- 
spermie  nodules  I  have  been  able  to  demonstrate  a  considerable 
accumulation  of  iron  salts,  and  occasionally  absence  of  glycogen, 
but  these  changes  were  of  extremely  limited  extent. 
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Appendix. 

I.   Chronological  index  to  the  best  known  papers  on  gregarinidse  or 

sporozoa. 

As  I  have  not  been  able  to  read  all  these  papers  for  want  of  time, 
I  have  indicated  in  the  sixth  column  from  the  left  the  name  of  the 
authors  in  whose  writings  I  have  found  mention  of  the  papers 
quoted.  My  own  name  follows  those  which  I  have  consulted  my- 
self. I  have  also  added  to  the  list  names  which  I  have  found  in 
various  places  without  being  able  to  ascertain  the  actual  paper 
referred  to. 
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Incomplete  references. 


Authors. 

By  whom  quoted. 

Title  or  uatore  of  eommunieation. 

Claparede 
Valter 

Robin,  ii,  785 
Id.     ii,  785 

Gregarinae.                  » 
Id. 

Lachinaan 

Id.     ii,  786 

Id. 

Cavoliai 

Id.     ii,  786 

Id. 

Hoffmann 
Retzius 

Id.     ii,  982 
Id.      ii,  945 

Psorospermise,  Pebrine. 
Id. 

Cienkowski 

Claus,  i,  125 

Amcebidium. 

Zopf 

Leuckart,  iii,  199 

Classification. 

Claude  Bernard 

Davaiue,  ii 

Glycogenic  function. 

Nicati 

Beauregard  and 

Diphtherie  des  oiseaux  muguet  jaune. 

Galippe,  i 

cbancre,  esquiuancie  des  oiseaux. 

Megniu 

Id. 

Id. 

Dressier 

Leuckart,  iii ; 
Blauchard, i 

Human  psorospermosis. 

Perls  and  Sattler 

Id. 

Id. 

Rabenhorst 

Id. 

"  Chignon   fungus  "  =  "  Pleurocoecus 

Seigeli." 
Sarcosporidia  =  "  Miescher's  cylinders." 
Id. 
Id. 

Laulanie 
Beale 
Ratzel 

Id. 
Id. 
Id. 

II.  Distribution  of  gregarinidse  or  sporozoa  in  the  world. 


I  have  little  to  say  about  this  subject,  as  I  wish  to  state  only 
those  facts  which  bear  upon  the  part  of  the  subject  discussed  in 
this  paper.  The  two  things  which  I  would  like  to  mention  specially 
are — 

1.  The  remarkable  diffusion  of  gregarinidae  (psorospermia,  &c.) 
through  all  the  waters  of  the  globe  (more  specially  the  fresh- water 
ponds,  lakes,  and  rivers),  and  their  very  frequent  occurrence  in  damp 
and  dark  places. 

2.  The  great  prevalence  of  psoi-osjiermosis  in  the  south  of 
France  and  in  Italy,  where  the  silkworm  disease  is  also  vei*y  common. 
It  is  in  those  regions  that  the  so-called  diphtheria  of  J j'rrfs  attracted 
not  very  long  ago  so  much  attention,  on  account  of  the  eiToneous 
belief  that  there  was  some  danger  of  that  disease  being  communi- 
cable to  maa. 
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III.  Distribution  of  gregarinse,  psorospermia,  psorospermic  saccules, 
Miescher's  tubes,  and  Amcehidia  in  the  animal  kingdom. 

This  distribution  will  be  best  understood  by  means  of  the  follow- 
ing table,  in  which  all  the  most  important  classes  of  the  animal 
kingdom  are  enumerated,  as  well  as  the  orders  and  genera  to  which 
belong  the  animals  which  have  been  found  affected  by  various 
observers.  Some  of  these  authors  are  mentioned,  and  in  the  last 
column  to  the  right  the  name  under  which  the  parasite  has  been 
described  is  also  given. 


Genus  to  which 

Some  of  the  observers 

Name  under  wliich 
described. 

Class,  Bub-class,  order,  &c. 

the  animals  affected 

who  are  respon3il)le 

belong. 

for  the  statements. 

Class.  QregarinidcE. 

„      Rhizopoda. 

„      Infusoria. 

„      Hydrozoa. 

„      Actinozoa. 

„      Echinodermata. 

Order.       Holoturidea 

— 

Schneider 

Gregariua. 

Class.  Scolecida. 

Div.    A.  Platyelmia. 

Order.           Turbellaria  . 

— 

Van  Beneden, 
Claparede 

» 

Div.     B.  Nematelmla. 

Order.            Nematoda    . 

Allied  to 
Heterakis 

Valter 

» 

DiT.     c.  Rotifera. 

Class.  Gepbyrea. 

„       Annelida. 

r     Lieberkiilin, 

Order.     Oligocbseta    .     . 

Lumbricus 

<  Stein,  and  others 

[          Stein 

Monocystis. 

„         Tubicola    .     . 

Spio 

Kolliker 

Gregarina. 

Class.   Chatognatha  .     . 

Sagitta 

Diesing 

„ 

„       Crustacea  .     .     . 

— 

Leydig,  Balbiani, 

Pebrine 

Robin 

corpuscles. 

Sub-Cl.  A.  Epizoa. 

„        B.  Cirripedia. 

Order.           Thoracica 

Balanus 

Koelliker 

Gregarina. 

Sub-Cl.  c.  Entomostraca 

— 

Balbiani 

Pebriue 
corpuscles. 

„        D.  Malacostraca. 

Order.           Isopoda     .     . 

Oniscus 

Cienkowski 

Amoebidium. 

„               Ampbipoda   . 

Ganunarus 

Slebold,  Lachmann 

Gregarina. 

„               Decapoda 

Homarus 

Van  Beneden 

„ 

Astacus 

Cienkowski 

Amoebidium. 

Cancer 

Cavolini 

Gregnriua. 
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Genus  to  which 

Some  of  the  observers 

Name  under  which 
described. 

Class,  •ub-class,  order,  &c. 

the  animals  affected 

wlio  are  responsible 

belong. 

for  the  statements. 

Class.  Arachnida  .     .     . 

Leydig,  Balbiani, 

Psorospermia  or 

Robin 

Pebrine 
corpuscles. 

„       Myriapoda      .     . 

— 

Leydig,  Balbiani, 

Pebrine 

Robin 

corpuscles, 
Psorospermia. 

Order.     Chilopoda  .     .     . 

Scolopendra 

Robin  ? 

Gregarina. 

„         Chilognatha  .     . 

lulus 

Robin  ? 

jj 

Class.  Insecta  (nearly  all 

— 

Dufour 

Gregarinse. 

iiffected,     witb 

the  exception  of 

Neuropteraand 

Hymenoptera) 

Order.     Anoplura  .     .     . 

Pediculus 

Lindemann 

Gregarina, 

Psorospermia, 

Pebrine  corpuscles 

„        Hemiptera     .     . 

Pbymata 

Dufonr 

Gregarina. 

„         Orthoptera     .     . 

Forftcula 

„ 

» 

Gryllus 

j> 

" 

Vlacovich 

Psorospermia, 

Pebrine 

corpuscles. 

Gryllotalpa 

Dufour 

Gregarina. 

Ephippig^era 

,, 

>» 

„         Lepidoptera  .     . 

Pyralis 

Balbiani 

Pebrine 

(viridaua) 

corpuscles, 
Psorospermia. 

Bombyx  (mori) 

Cornalia,  Naegeli, 

Pebrine 

Balbi.uii,  Hoffman, 

corpuscles, 

Pasteur 

Nosema  bombt/cis. 

Vlacovich,  &c. 

Cornalia's  corpus- 
cles, Monas 
crepusculum, 
Corpusculi 
oscillanti. 
Micrococcus 
ovaius, 

>» 

Psorospermia. 

Pieris  (cratsegi) 

Lindemann 

Psorospermia, 
GregariniB. 

„        Coleoptera     .     . 

Lucanus 

Dufour 

Gregarina. 

Terebrio 

,, 

„ 

Blaps 

„ 

„ 

Tlmarcba 

» 

,, 

Class.  Polyzoa. 

„       Tunicata     .     .     . 

Sitlpa 

•  Diesing 

„ 

„      Mollusca    .     .     . 

Helix 

Kloss,  Schneider 

J, 

Sepia 

Van  Bencdcn  ?, 
Eberth,   Schneider 

— 

Class.  Pisces     .     .     .     . 

Nearly  all  fresh- 

Gluge, J.  Miiller, 

Psorospermia  and 

water  fishes,  but 

Retzius,  Lii'ber- 

Psorospermic 

chiefly 

kiihn,  Robin, 

sacs  or  cysts. 

Cyprinidre 

l^nlhiani 
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Class,  sub-class,  order,  &c. 

Geuus  to  which 
the  auimals  affected 

Some  of  the  observers 
wbo  are  responsible 

Name  under  which 
described. 

belong. 

for  the  statements. 

Order.       Teleostei.     .     . 

Esox 

J.  Miiller 

Cyprinus 

,, 

— 

Synodoutis 

„ 

— 

Catostomus 

,, 

— 

Pimelodus,  &c. 

ij 

— 

Tinea,  &c. 

Balbiaui 

Psorospermia  = 
Pebrine  corpuscles 

Class.  Amphibia    .     .     . 

Raua 

Lieberkiihn,  &e. 

— 

„      Reptilia. 

Order.       Ophidia  .     .     • 

Coluber  (carbo- 

Vlacovich 

Corpusculi  oscil- 

narius) 

(Robin) 

lanti,  Pebrine 

corpuscles, 
Psorospermia. 

Class.  Aves, 

Order.       Natatores     .     . 

Anas 

Rivolta,  S.  D. 

Psorospermia. 

Anserina 

„ 

— 

„           Rasores  .     .     . 

Phasianus 

S.  D. 

Psorospermia. 

Gallus 

Rivolta,  Balbiani, 

Psorospermia, 

Arloing  and 

Gregarinse. 

Tripier,  Nieati, 

Meguiu 

Class.  Mammalia. 

Order.       Ungulata      .     . 

Equus 

Siedamgrotzky, 
EUenberger,  and 
Baum 

Psorospermia. 

Sus 

Rainey,    Miesclier, 
Leuckart,  &c. 

" 

Bos 

— 

— 

Ovis 

— 

— 

Capreolus 

Psorospermia, 

Miescher's  or 

Rainey's 

corpuscles. 

„           Carnivora  .     . 

Canis 

— 

— 

Felis 

Grant,  &c. 

Psorospermia, 

(domestica) 

Egg-like  cells, 
Oviform  cells,  &c. 

,,           Rodentia    .     . 

Lepus 

Gluge,  Hake, 

Coccidia. 

Cavia  (cobaya) 

Rayer,  Nasse, 

Remak,  Brown- 

Sequard 

Mus 

Miescher,  Elmer, 

Miescher's  tubes, 

&c. 

Psorospermia, 
Gregarinse. 

„           Cheiroptera     . 

Vespertilio 

Virehow 

Psorospermia. 

„            Insectivora 

Talpa 

— 

— 

„           Quadrumana  . 

? 

— 

— 

„           Bimana.     .     . 

Homo 

Gubler, 

Egg-like  bodies. 

Virehow,  Kjell- 

Psorospermia, 

berg,  Llndeniann, 

Gregarinse, 

Baelz,  Kiinstler 

Pseudo-navicellar 

and  Pitres,  Bol- 

cysts. 

linger,  Eve,  &.C. 
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On  studying  this  table  it  Tvill  become  apparent  that — 

1.  Animals  living  in  "water,  under  ground,  in  danij)  and  dark 
places — as,  for  instance,  under  stones  or  in  burrows — are  more 
liable  to  the  infection  than  others. 

2.  Herbivorous,  frugivorous,  and  granivorous  animals  are  very- 
liable  to  gregarinosis  or  psorospermosis,  as  well  as  those  that  are 
omnivorous  or  feed  on  decayed  matters.  Insectivorous  animals  may 
also  be  attacked  by  the  disease.  The  cat  is  the  only  carnivorous 
mammal  which  has  been  described  as  affected  with  psorospermosis. 

3.  Among  mammals. — Of  the  same  species,  the  domestic  races  are 
■much  more  liable  to  psorospermosis  than  the  wild  ones.  Brown- 
Sequard,  for  instance,  says  that  the  wild  rabbits  of  North  America 
which  he  had  examined  specially  for  the  purpose  were  free  from 
the  disease,  whilst  the  domestic  rabbits  in  Paris  were  practically 
all  affected. 

4.  The  free  form  known  under  the  name  of  gregarina  is  the  one 
usually  described  in  the  Invertebrata,  although  the  psorospermia 
are  also  found  among  them.  The  encysted  form  generally  going 
by  the  name  of  psorospermia  and  psorospermic  cysts  is,  on  the 
contrary,  the  one  which  is  associated  with  the  Vertebrata. 

The  psorospermia  found  in  Lepidoptera,  and  which  have  a  com- 
mercial importance  through  the  mortality  they  cause  among  silk- 
woi'ms,  are  known  under  the  name  of  j^ebrine  corpuscles. 


rV.  Distribution  of  the  gregarinidse  in  the  body. 

1.  Gregarinse. — They  have  been  chiefly  described  as  occurring  in 
the  alimentary  canal  of  Invertebrata  and  in  the  appendages  of  that 
canal.  But  they  have  also  been  observed  in  higher  animals  (Eimer). 
With  few  exceptions,  however,  the  form  corresponding  to  that 
observed  in  the  insects  has  not  been  described  in  the  Vertebrata ; 
and  where  the  name  gregarina  has  been  given  to  the  parasites  it  has 
generally  been  assumed  that  the  form  observed  corresponded  to 
one  of  the  stages  of  development  of  the  form  occurring  in  the  lower 
animals. 

2.  Psorospermia  and  psorospermic  cysts  or  pseudo-navicellar  cysts, 
coccidia,  psorospermic  saccules,  &c.,  have  been  observed  by  various 
authors,  chiefly  in  the  organs  of  Vertebrata  ;  but  psorospermia  have 
been  also  described  in  Lepidoptera  and  Orthoptera,  as  well  as  in  the 
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Arachnida.  Simple  or  isolated  jpsorospermia  have  been  described 
chiefly  iu  the  fishes  by  Miiller,  psorospermic  saccules  in  fishes  and 
amphibians.  Psorospermic  cysts,  and  coccidia  are  generally  asso- 
ciated with  mammals  and  birds. 

The  parasites  receiving  these  different  names  have  been  found 
chiefly  in  the  swimming  bladder,  spleen,  and  kidney  of  fresh-water 
fishes,  the  gills,  and  all  the  other  organs,  with  perhaps  the  exception 
of  the  nervous  centres.  They  are  also  found  on  the  tadpole's  gills, 
frog's  kidneys,  &c. 

In  the  higher  Veii;ebrata  they  are  chiefly  connected  with  the  ali- 
mentary canal  and  the  liver,  and  the  j)seudo-navicell80  ai-e  not 
generally  to  be  made  out  in  the  contents  of  the  cysts. 

Large  cysts  have,  however,  been  described  in  connection  with  the 
urinary  organs.  Psorospermia  have  also  been  found  in  muscles 
and  interstitial  tissues.  In  birds  and  mammals  the  prevalent  form 
is  that  which  Leuckart  calls  coccidium  ;  although  he  owns  himself 
that  it  is  only  a  stage  in  the  life  of  a  parasite  which  has  previously 
been  known  under  the  name  of  psorospermia,  &c.  That  form  is 
chiefly  found  in  the  liver. 

In  man,  psorospermia  or  psorospermial  cysts  have  been  de- 
scribed in  the  alimentary  canal,  the  liver,  the  spleen,  the  kidneys, 
ureter,  urinary  bladder,  the  lungs,  the  pleura,  the  muscle  of  the 
heart,  the  skin,  the  hair,  &c. 

Miescher^s  tubes  have  been  found  in  the  muscles  of  some  rodents 
and  of  a  large  number  of  hoofed  mammals.  Psorospermia  are  also 
common  in  the  intestine  and  liver  of  the  same  animals. 

Pebrine  corpuscles,  which  have  been  recognised  by  Balbiani, 
Ylacovich,  and  others  to  be  uudistinguishable  from  psorospermia, 
are  generally  connected  with  the  Lej^idoptera,  and  specially  the 
silkworm,  but  have  also  been  shown  to  exist  in  the  Orthoptera,  the 
Anoplura,  the  Arachnida,  and  even  the  Eeptilia  (Vlacovich). 

These  corpuscles  may  be  present  in  the  ovum,  and  therefore  in 
the  embryo,  the  parasite  and  its  host  growing  at  the  same  time. 
It  is  at  first  most  abundant  in  the  alimentary  canal  and  its 
glandular  appendages,  but  ultimately  the  corpuscles  penetrate  into 
all  parts  of  the  body  ;  silk-glands,  peritoneal  covering  of  tracheae, 
muscular  and  nervous  tissue,  all  becoming  affected.  The  genera- 
tive cells  do  not  escape,  and  the  ova  are  very  often  affected  whilst 
they  are  still  within  the  body. 


382  DISEASES,    ETC.,  OF    THE    LOWER   ANIMALS. 


V.  Development  and  structure  of  gregarmx ;  psorospermic  saccules ; 
psorospermic  cysts  or  oviform  bodies  or  cells  ;  pebrine  corpuscles 
and  Miescher's  tubes. 

i.  Gregarinee. — The  following  developmental  stages  liave  been  de- 
scribed more  or  less  completely  by  almost  all  the  observers  who  have 
studied  gregarinae  since  Dufour  (1826 — 1828),  viz.  Suriray  (1836), 
Frantzius  (1846),  Stein  (1848),  KolHker  (1848),  Leidy  (1851), 
Leydig  (1851),  Lieberkiihn  (1854),  Schmidt  (1854),  Liudemaun 
(1863),  Eimer  (1870),  Van  Beneden  (1871),  Eay  Lankester  (1872), 
Aime  Schneider  (1875),  Davaine  (1856—1884),  Leuckart  (1863— 
1886). 

A.  An  amoeboid  body  at  first  very  small,  not  larger  than  a  white 
blood-corpuscle  or  even  smaller,  passing  through  membranes  and 
penetrating  into  cells  (chiefly  epithelial  cells,  including  spermato- 
spores  [spermatic  vesicles — Schmidt,  Lieberkiihn]  ). 

A*.  This  embryonic  amoeboid  body  gradually  grows  into  an 
adult  gregarina.  (Van  Beneden  has  described  that  process  as 
taking  place  through  an  intermediate  stage,  in  which  the  embryonic 
gregarina  would  give  rise  successively  to  two  vermicular  motile 
bodies  which  he  calls  pseudo-filar ise.  These  pseudo-filariae,  after  be- 
coming nucleated,  would  differentiate  into  two  segments  [Proto- 
merit  and  Deuteromerit]  ;  occasionally  aproboscis-like  segment  might 
be  added  lEpimerW].     Ultimately  a  cuticle  would  be  formed.) 

B.  The  nucleated,  more  or  less  distinctly  segmented  gregarina 
grows  and  develops  until  it  acquires  its  full  structure,  which  is  as 
follows  according  to  most  observers  : 

1.  External  cuticle. 

2.  A  thicker  layer,  under  the  cuticle :  this  layer  is  sometimes 
striated. 

3.  Granular  protoplasma. 

4.  Nucleus  and  nucleolus. 

Van  Beneden  and  Schneider  give  a  more  complicated  descrip- 
tion : 

Van  Beneden.  Aime  Schneider. 

1.  Cuticle.  1.  Epicyte,  with   or   without 

stria;. 

2.  Transverse  muscular  fibres.  2.  Sarcocyte,  not  always  pre- 

sent, homogeneous  or  granular. 
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3.  Ectosarc,  clear  and  firm.  3.  Myocyte,  reticular,  annular, 

spiral  layer. 

4.  Endosarc,  semi-fluid  with  4.  Entocyte,  composed  of  a 
highly  refractive  granules.               granular  and  a  fluid  part. 

6.  Nucleus  and  nucleolus.  5.  Nucleus  and  nucleolus. 

At  this  stage  they  may  have  a  very  distinct  anterior  segment,  pro- 
vided n^ith  an  opening  or  mouth,  sometimes  in  the  form  of  a  pad 
or  proboscis,  with  or  without  hooks,  sucker,  or  fringed  harder.  It  is 
under  these  foi'ms  that  they  were  first  very  accurately  described 
by  Dufour. 

C.  They  are  often  seen  in  pairs.  Some  suppose  that  this  indicates 
conjugation ;  others,  that  it  is  the  result  of  division ;  and  others  still, 
that  one  is  attached  to  the  other  by  means  of  its  sucker. 

D.  Whether  single  or  in  pairs,  they  become  encysted.  First  they 
get  more  spherical  and  become  motionless,  a  thick  capsule  is  formed, 
and  the  nucleus  gradually  disappears. 

E.  The  contents  of  the  cyst  simultaneously  or  gradually  break 
up  into  a  large  number  of  small  spore-like  bodies,  which  may  be 
round,  oval,  or  spindle-shaped — pseudo-navicellae  or  psorospermia. 
(According  to  some  authors,  the  presence  of  two  gregarinse  within 
the  same  cyst  indicates  division  of  the  original  psorospermia,  so 
that  instead  of  the  pseudo-navicella  being  formed  all  at  once  they 
would  form  gradually  by  a  process  of  segmentation  similar  to 
that  which  takes  place  in  ova.) 

F.  The  pseudo-navicellae  are  set  free,  generally  by  rupture  of  the 
cyst-wall. 

G.  The  pseudo-navicellm  or  true  psm'ospermia  have  a  more  or  less 
complicated  structure,  which  has  been  more  specially  studied  by 
Schneider,  although  other  observers  had  previously  made  accurate 
observations  on  the  subject. 

1.  They  have  a  firm  capsule,  which  may  be  bivalve,  and  may  be 
provided  with  tail-like  appendages. 

2.  The  contents  of  this  capsule  are  at  first  just  like  simple 
protoplasma,  but  become  gradually  transformed  into — 

3.  SicJcle-shaped  bodies  or  embryos,  generally  to  the  number  of 
six.  What  remains  of  the  protoplasma  is  called  by  Schneider 
"  nucleus  de  reliquat.^' 

H.  All  these  bodies  are  endowed  with  active  amoeboid  motion ; 
after  a  time  they  swell,  burst  their  capsule  open,  and  wander  about. 
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These  embryonic  bodies  apparently  are  identical  witb  young  gre- 
garinae  (see  A).  (By  many  the  formation  of  the  sickle-shaped 
embryos  is  ignored.  Eimer  himself  admits  that  it  is  not  always 
present,  and  that  the  contents  of  the  pseudo-navicellae  may  escape 
en  masse  to  form  a  young  gregariua.  The  presence  of  elongated 
bodies  within  pseudo-navicellae  or  psorospermia  has,  however,  been 
recognised  by  various  observers  ;  so  that,  whatever  be  the  meaning 
of  these  rods,  they  can  undoubtedly  be  seen  under  certain  circum- 
stances.) 

Having  traced  as  far  as  possible  the  history  of  a  gregariua,  such 
as  it  may  be  studied  in  connection  with  worms,  crustaceans,  and 
insects,  I  will  briefly  compare  the  various  stages  above  described 
with  what  is  known  of  the  various  parasitic  forms  which  have  been 
described  in  higher  mammals. 

ii,  Psorospermic  saccules  or  cysts. — G-liige,  1838.  Miiller,  1841. 
Eayer,  1842.  Leydig,  1851.  Lieberkiihn,  1854,  &c.  (The  letters 
in  the  margin  indicate  the  supposed  correspondence  between  the 
forms  described  below  and  those  which  have  been  given  under  the 
heading  Gregarinae.) 

D.  These  saccules  are  found  in  various  parts  of  the  body  of 
fishes  and  amphibia,  such  as  swimming  bladder,  gills,  spleen, 
kidneys,  skin,  &c.  They  are  variable  in  size  and  shape  ;  their  con- 
tents are  at  first  granular. 

E.  The  granular  protoplasma  gradually  breaks  up  into  a  large 
number  of  small  globular  bodies,  which  become  single  or  double 
pseudo-navicellse. 

F.  The  psevdo-navicellx  or  psorospermia  escape. 

Gr.  These  psorospermia  have  a  shell-like  capsule,  with  more  or 
less  distinct  tail-like  processes.  The  protoplasma  they  contain 
gives  rise  to  a  variable  number  (three  to  five)  of  rod-like  bodies, 
besides  which  a  small  ball  of  protoplasma  remains. 

H.  All  these  bodies  are  actively  motile,  and  they  all  escape  ulti- 
mately from  their  envelope,  becoming  amoeboid-looking  cells. 

iii.  Psorospermia,  psorospermic  cysts,  pseudo-navicellar  cysts, 
coccidia.— Hake,  ISS9.  Miiller,  1841.  Rayer,  1842.  Retzius  Crep- 
lin,  1842.  Nasse,  1843.  Remak,  1845.  Handfield-Jones,  1846. 
Kauffmann,  1847.  Kolliker,  1848.  Lebert,  Brown-Sequard, 
1849.  Leidy,  1851.  Leydig,  1851.  GlUge,  1850.  Lieberkiihn, 
1854.     Kloss,  1855.     Davaine,  1856.     Carpenter,  1857.     Vulpian, 
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1858.  Gubler,  1858.  Klebs,  1859.  Kjellberg,  1860.  Virchow, 
1860.  Waldenburg,  1862.  Balbiani,  1863.  Lindemann,  1863. 
Robin,  Leuckart,  Stieda,  1865.  Leisering  and  Winkler,  1865. 
Eeincke,  1866.  Kuocb,  1866.  Roloff,  1867.  Lang,  1868.  Ri- 
volta,  1869.  Eimer,  1870.  Siedamgrotzky,  1872.  Silvestrini  and 
Rivolta,  1873.  Arloing  and  Tripier,  1873.  Nicati,  Megnin,  Aime 
Scbneider,  1875.  Baelz,  1880.  G-rassi,  1881.  Manson,  1881. 
Kiinstler  and  Pitres,  1884.     Bollinger,  Eve,  1889. 

A.  Small  amoeboid  mass,  formed  eitber  out  of  one  of  the  small 
embryonic,  sickle-shaped  bodies  produced  in  the  spores  or  psoro- 
spermia,  or  out  of  the  whole  contents  of  the  psorospermium 
(Lieberkiihn,  Waldenburg,  Balbiani,  Eimer). 

These  look  like  white  blood-corpuscles,  and  penetrate  into  epi- 
thelial cells  (and  also  other  cells),  where  they  begin  to  grow  and 
become  nucleated  (i£  they  were  not  so  from  the  beginning). 

B.  The  amoeboid  mass  acquires  its  full  structure  within  the 
epithelial  cell,  it  becomes  granular,  produces  an  envelope,  and  is 
then  composed  of — 

1.  A  double  outlined  wall  (with  micropyle  at  both  ends — Eimer). 

2.  Granular  protoplasma. 

3.  An  indistinct  nucleus  with  nucleolus. 

(These  are  called  stationary  gregarinae  by  Eimer,  psorosperms  by 
many  writers,  oviform  cells  or  egg-like  bodies  or  psorosperms  by 
others,  coccidia  by  Leuckart.) 

They  then  leave  the  cells  (and  for  some  time  are  capable  of  slow 
motion — S.  D.  I  believe,  from  what  I  have  observed,  that  these 
encapsulated  bodies  have  really  two  distinct  envelopes,  and  possibly 
three,  and  that  their  two  extremities  have  different  characters). 

C.  At  that  time  it  occasionally  happens  that  two  ^protoplasmic 
masses  are  seen  within  the  same  capsule ;  this  has  been  taken  to 
indicate  conjugation,  but  it  more  probably  indicates  an  early  stage 
of  subdivision. 

D.  The  protoplasma  within  the  capsule  becomes  very  coarsely 
granular,  and  contracts  in  the  form  of  a  sphere  within  the  capsule, 
a  large  space  remaining  between  the  former  and  the  latter. 

E.  What  follows  now  differs  according  to  circumstances. 
Leuckart  holds  that  no  further  change  takes  place  within  the 

body  of  the  original  host,  and  that  the  capsule  (coecidium,  as  he 
calls  it)  passing  out  of  the  body  ultimately  may  reach  some  water 
or  damp  place,  in  which  case  within  a  few  days  or  weeks  the  proto- 

25 
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plasmic  coutents  break  up  iuto  four  spores  or  psorospermia,  and  iu 
each  psorospermium  a  C-sliaped  embryo  and  a  small  mass  of  proto- 
plasma  are  foi'med,  which  correspood — the  one  to  the  sickle-shaped 
embryos  of  Eimer,  and  the  other  to  the  "nucleus  de  reliquat"  of 
Schneider.  These  would  escape  from  their  capsule  perhaps  in  the 
stomach  of  a  new  host. 

Kauffmann,  Davaine,  Waldenburg,  and  others  had  previously 
seen  that  the  oviform  bodies  of  the  rabbit's  liver  when  placed  in 
water  gave  rise  to  two  and  then  four  spores;  but  Waldenburg 
states  positively  that  the  subdivision  goes  further,  and  that  the 
four  spheres  corresponded  only  to  one  stage  in  the  segmentation  of 
the  protoplasma.  He  says  that  ultimately  the  bodies  resulting  from 
that  subdivision  were  small  spheres  or  irregular  bodies  of  small 
size  (about  the  size  of  a  red  blood-corpuscle),  and  that  these  small 
bodies  are  the  actual  spores  or  embryos  from  which  the  young 
psorospermia  arise  under  certain  circumstances. 

Eimer  goes  further,  for  he  affirms  that  the  subdivision  of  the 
protoplasma  may  go  on  within  the  body,  thus  confirming  entirely 
the  much  older  observations  of  Lieberkiihn  and  others  on  gregarinae. 
As  my  own  observations  have  placed  me  in  presence  of  facts  which 
are  uuexplainable  by  Leuckart's  hypothesis,  but  are  quite  in  accord 
with  Lieberkiihn's  observations,  I  feel  justified  in  putting  aside 
the  difficulties  raised  by  Leuckart.  The  changes  would  be  as 
follows : 

a.  When  the  mature  egg-like  gregarina  or  psorosperm  remains  in 
the  body — • 

E  a.  The  contracted  protoplasma  undergoes  further  transforma- 
tion into  a  great  number  of  small  irregular  bodies,  rounded  or 
elongated,  and  seldom  reaching  the  size  of  a  red  blood-corpuscle. 
(This  may  be  preceded  by  subdivision  into  large  spheres.) 

F  a.  These  escape  from  the  capsule,  as  is  proved  by  the  pre- 
sence of  a  large  number  of  empty  capsules  in  old  psorospermie 
nodules. 

G  a,  H  a.  They  then  penetrate  iuto  epithelial  cells,  to  give  rise 
to  young  naked  gregarinae  (A). 

/3.  When,  on  the  contrary,  the  encapsulated  gregarina  escapee  from 
the  body  with  the  exci-eta — 

E  ^.  The  contents  of  the  capsule  may  undergo  an  incomplete  seg- 
mentation, and  each  of  the  spores  thus  produced  may  assume  the 
characters  of  an  ordinary  psorosperm  or  pseudo-navicella.     This, 


GREGARINOSIS    VEL    PSOROSPERMOSIS.  387 

according  to  Eimer,  might  take  place  within  the  intestine  of  the 
original  host. 

F  /5.  These  pseudo-navicellse  would  then  escape  from  the  mother- 
cyst  (or  coccidium). 

G  p.  Their  structure  would  be  that  of  psorospermia  and  pseudo- 
navicellae  already  described,  with  the  difference  that  the  number 
of  hooked  embryos  would  not  be  the  same. 

H  ^.  On  reaching  the  stomach  of  a  new  host  these  psorospermia 
would  lose  their  capsule,  and  the  embryo  set  free  would  assume  the 
characters  of  small  amoeboid  bodies  and  penetrate  into  epithelial 
cells. 

iv.  Pehrine  or  Coi-nalia's  corpuscles,  Nosema  bombycis,  Micrococcus 
ovatus.  —  Guerin,  Meuneville,  Cornalia,  Lebert,  Naegeli,  1857. 
Lebert,  Hoffman,  Balbiani,  1863 — 1867.  Robin,  Lindemaun,  1863 
—1868.  Knoch,  1866.  Vlacovich,  1867.  Osimo,  Pasteur,  1870. 
Corail  and  Babes,  1886. 

Balbiani,  after  estabhshing  the  identity  of  psorospermia  and 
pebrine  corpuscles,  has  given  a  description  in  which  the  following 
stages  can  be  recognised  : 

A.  A  small  amoeboid  mass  escapes  from  a  psorosjjermium  or 
pebrine  corpuscle,  and  penetrates  into  the  tissues.  It  develops 
into  large  protoplasmic  masses  which  at  first  are  clear  and  more  or 
less  homogeneous.  These  masses  are  like  large  amoeboid  bodies, 
which  may  ramify  and  penetrate  into  the  interstices  of  tissues. 

B.  They  often  assume  a  distinct  oval  shape,  but  Balbiani  does  not 
describe  any  cuticle,  although  he  figures  some  of  these  bodies  as 
having  a  distinct  membrane  and  a  nucleus. 

D.  The  protoplasma  becomes  full  of  large  granules. 

E.  These  granules  assume  gradually  the  characters  of  psoro- 
spermia, and  have  thus  a  distinct  envelope. 

F.  These  psorospermia  become  free  in  some  way  or  other. 

G.  They  have  a  thin  shell,  often  showing  on  the  side  a  longitudinal 
projecting  line.  They  also  in  certain  species  show  bright  vesicles  at 
their  extremities,  like  the  ordinary  psorospermia.  They  are  very 
small,  measuring  about  '0028  mm.  to  '0035  mm.  (i.e.  they  are 
smaller  than  a  human  red  blood-corpuscle). 

H.  The  contents  of  the  psorospermia  escape,  forming  small 
amoeboid- looking  masses  of  protoplasma  which  undergo  the  changes 
just  described  (A). 

Miescher's   tu,hes,    Raineys   corpuscles. — Miescher,  1843.     Hess- 
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ling,    1854.      Eainey,  1857.      Manz,  1867.      Davaine,   Leuctart, 
Blancliard,  1885. 

There  is  little  to  say  about  the  structure  of  these  bodies,  but  for 
the  sake  of  comparison  it  may  be  here  stated  that  if  they  turn  out 
to  be  connected  with  psorospermia  (a  thing  which  at  the  present 
time  does  not  seem  very  unlikely),  they  should  be  compared  with 
the  stage  in  which  the  protoplasmic  contents  of  the  organism  split 
up  into  a  large  number  of  small  spores,  psorosperms  or  pseudo- 
navicellae  (E).  Those  I  have  observed  in  the  sheep  and  in  the  pig 
seemed  to  me  to  correspond  pretty  closely  to  that  stage. 


VL  Place  of  gregarinidse  in  nature. 

Dufour  (1826)  placed  the  gregarinse,  which  he  described  very 
accurately,  among  the  worms,  and  more  specially  in  the  order  of 
parenchymatoiLS  intestinal  worms  of  Cuvier,  or  the  EntoKoa  Trematoda 
of  Kudolphi.  This  view  was  maintained  for  many  years,  but 
gradually  gregarinse  have  come  to  be  considered  as  forming  one  of 
the  most  elementary  groups  among  the  Protozoa.  By  some  they  are 
placed  below  the  Rhizopoda,  by  others  between  the  Infusoria  and 
Porifera.  Leuckart  made  of  them  a  special  class,  to  which  he  has 
given  the  name  of  Sporozoa.  It  can  truly  be  said  that  their  place 
is  as  yet  undetermined. 

For  those  who  believe,  with  Leydig  and  Lieberkiihn,  that 
psorospermia  represent  simply  stages  in  the  life  of  gregarinse,  it  is 
evident  that  psorospermia  belong  to  the  animal  kingdom;  \nit  this 
view  is  not  held  by  all.  Mviller,  Retzius,  Balbiani,  Robin,  and 
possibly  others  are  convinced  that  psorospermia  are  Algae,  which 
have  distant  affinities  with  the  Diatoms  (hence  the  names  pseudo- 
navicelke  Sind pseudo-naviculx) .  Robin  tries  to  supj)ort  his  view  by 
quoting  an  observation  of  Vlacovich,  who  states  that  in  his  hands 
the  capsules  of  psorosperms  have  yielded  a  reaction  analogous  to 
that  given  by  cellulose. 

Fehrine  corpuscles  occupy  the  same  position  as  psorospermia,  since 
Balbiani,  Robin,  Vlacovich,  and  others  have  shown  them  to  be 
identical.  By  some,  therefore,  they  must  be  connected  with  the 
gregarinse,  and  by  others  with  the  Algie.  But  that  is  not  all,  for 
the  Pebrine  corpuscle  has  also  been  described  by  Naegeli  under  the 
name  of  Nosema  bomhycis,  and  by  others  under  that  of  Micrococcus 
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ovatus,  which  would  place  it  among  the  ScMzomycetes  Fungi.  Hoff- 
mann describes  the  same  organism  as  a  Monas  crepusculum ! 

They  have  also  been  called  Cornalia,  oscillating  or  vibrating  cor- 
puscles, but  these  terms  do  not  imply  any  definite  relation. 

The  egg-like  bodies,  or  psorospermia,  or  coccidia  of  the  rabbit's  liver 
have  been  still  more  variously  interpreted. 

Hake  (1839),  who  first  described  them  carefully  after  pointing 
out  their  resemblance  to  eggs  of  parasitic  worms,  supposes  that  they 
must  be  a  new  form  of  pus-corpuscle  (his  description  shows  that 
there  was  no  confusion  in  his  mind  between  what  we  call  pus  now 
and  the  egg-like  bodies). 

Nasse  (1843)  thought  they  were  modified  epithelial  cells — a  view 
supported  afterwards  by  Vulpian,  Eoloff,  Lang,  and  others. 

Remak  (1845)  suggested  that  there  was  some  analogy  between 
Hake's  corpuscles  and  Miiller's  psorospermia.  This  view  was 
supported  by  Kauffmann,  who  was  the  first  to  cultivate  the  egg-like 
psorospermia,  and  to  see  their  contents  subdivide  into  four  spores. 

Eayer  (1846),  Robin,  Lebert,  Brown- Sequard  (1849),  Davaine, 
Gluge,  Stieda  (1865),  and  others  have  supposed  these  bodies  to  be 
the  eggs  of  some  unknown  parasitic  worm,  possibly  a  Distoma. 

Ley  dig  in  1851  seems  to  have  been  the  first  to  poiut  out  the  ana- 
logies between  the  gregarinse  and  the,  psorospermic  saccules  of  Miiller, 
so  that  by  putting  Remak's  and  Ley  dig's  ideas  together  the  possible 
identity  of  gregarinae,  psorospermia,  and  oviform  cells  of  the 
rabbit's  liver  was  already  formulated  in  1851. 

Lieberkiibn  in  1854  traced  the  life  history  of  a  gregarina,  and 
supported  this  view  by  very  important  facts. 

Eimer  (1870)  was  probably  the  first  one  to  state  positively  that 
the  oviform  bodies  were  nothing  more  than  stationary  gregarinse 
(showing  thereby  that  they  were  not  the  equivalents  of  psoro- 
spermia, but  of  psorospermic  cysts). 

Miescher's  tubes  have  shared  the  fate  of  the  other  sporozoa,  for 
they  have  been  connected  with  the  Fungi,  the  Protozoa,  and  the 
worms.  Kiihn  and  Zopf  have  given  them  the  name  of  Synchytrium 
Miescherianum.  Rainey  thought  that  they  corresjoonded  to  some 
stage  in  the  life  of  a  worm. 

Leuckart  was  the  first  one  to  associate  them  with  psorosperm 
saccules. 
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VII.  Nomenclature. 

The  diversity  of  views  which  have  been  held  at  various  times  as 
to  the  nature  of  gregarinae  and  psorospermia,  and  the  number  of 
descriptions  which  have  been  given  by  observers  without  reference 
to  previous  observations,  have  led  to  a  very  considerable  multipli- 
cation of  names.  If  these  terms  had  all  been  purely  descriptive 
they  would  have  created  little  confusion,  for  they  might  have 
become  useful  in  the  description  of  developmental  forms  ;  but 
most  of  the  names  used  are  generic,  so  that  if,  as  many  authori- 
ties hold,  the  various  forms  described  are  really  various  aspects 
of  the  same  genus  of  beings,  one  is  at  a  loss  to  know  what  name 
to  use  for  descriptive  purposes.  In  presence  of  such  a  state  of 
things,  I  believe  Leuckart  has  been  ill  advised  in  attempting  to 
create  the  new  genus  "  Coccidium ;"  not  that  the  term  does  not 
correspond  to  a  well-known  and  definite  form,  but  because  this 
form  had  already  been  connected  on  good  grounds  with  another 
genus.  The  only  solid  reason  which  Leuckart  gives  for  his  neo- 
logism is  that  the  coccidia  produce  only  a  few  spores  or  germs,  and 
cannot,  like  the  gregarinae  described  by  Eimer  and  others,  reproduce 
themselves  without  leaving  their  original  host.  This,  I  think,  is 
an  incorrect  notion,  for  I  have  been  able  to  satisfy  myself  that  the  so- 
called  coccidia  multiply  rapidly  within  the  liver,  and  without  leaving 
their  original  host.  This  is  in  accordance  with  what  many  pre- 
vious observers  had  already  found.  I  feel,  therefore,  that,  although 
convenient,  the  introduction  of  the  term  coccidium  is  not  justifiable. 

Almost  all  observations  tend  to  prove  that  psorospermia  are 
produced  in  variable  numbers  in  cysts  or  saccules,  which  would  be 
nothing  else  than  motionless  or  encysted  gregarinae.  It  seems  also 
probable  that  the  formation  of  psorospermia  within  the  encysted 
gregarina  does  not  always  follow  the  same  course,  and  that  the  in- 
fluence of  surrounding  media  has  something  to  do  with  the  form 
assumed.  We  are  therefore  probably  in  presence  of  phenomena 
of  reproduction  which  strongly  suggest  alternation  of  generations. 
One  cycle  has  been  described  over  and  over  again  as  occurring 
within  the  same  host.  Other  changes  take  place  when  the  parasite 
reaches  the  outer  world.  But  this  outer  cycle  has  not  yet  been 
fully  traced. 

The  distribution  of  gregarinae  and  psorospermia  in  the  animal 
world,  as  well  as  the  complex  forms  assumed  by  gregarinae  within 
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the  alimentary  canals  of  insects,  suggests  certain  possibilities.  These 
possibilities  have  yet  to  be  tested  by  direct  observations.^ 

I  cannot  help  thinking,  however,  that  many  of  tLe  older  observers, 
such  as  Bayer,  Robin,  Lebert,  Davaine,  and  some  of  the  more 
recent  ones,  such  as  Stieda,  may  prove  ultimately  to  have  been 
right  in  supposing  that  the  oviform  bodies  of  the  rabbit's  liver 
belonged  to  some  inferior  kind  of  parasitic  worm.  It  is  true  that 
this  would  drive  one  to  admit  that  the  fully  formed  worms  would 
be  the  gregarinse  of  insects.  These  gregarinse  are  at  the  present 
time  thought  to  belong  to  the  Protozoa,  because  they  are  uni- 
cellular, and  have  no  reproductive  organs,  &c.  Admitting  that 
a  fully  formed  gregarina  is  a  single  cell,  this  does  not  remove 
the  diflBculties  created  by  the  remarkable  degree  of  differentiation 
of  that  very  large  cell,  for  it  may  be  provided  with  a  sucker,  pro- 
boscis, and  even  hooklcts,  which  are  not  unlike  what  can  be  ob- 
served in  many  of  the  Platyelmia.  This  analogy  had  already 
struck  Dufour.  The  absence  of  distinct  generative  organs  is  cer- 
tainly a  great  diflBculty,  but  as  we  know  the  development  of  the 
organism  somewhat  incompletely,  it  would  be  difficult  to  be  dog- 
matic on  this  subject.2  There  is  no  doubt  that  in  the  alternation 
of  generations  observed  among  the  Platyelmia  there  are  stages 
(sporocyst,  redia  stages)  which  remind  one  strongly  of  what  is  ob- 
served in  the  gregarinae  (although  with  much  greater  complexity). 
It  would,  therefore,  seem  idle  to  attempt  to  settle  these  difficulties 
by  speculation  and  nomenclature,  for  it  is  evident  that  more  obser- 
vations are  wanted. 

The  term  which  seems  least  objectionable  is  one  which  has  been 
used  extensively  during  the  last  fifty  years,  namely,  egg-like  bodies, 
or  oviform  cells  or  bodies.  But  if  one  desires  to  use  a  name  indicat- 
ing the  nature  of  these  bodies,  the  word  gregarina  or  gregarinidse 
seems  to  me  as  j  ustifiable  as  others,  since  most  observations  tend  to 
support  the  view  that  they  are  such.  The  word  was  also  introduced 
by  the  original  discoverer  of  this  class  of  parasites.  Whether  it  should 
cover  a  class,  an  order,  a  family,  or  a  genus,  is  not  to  be  settled 
before  the  whole  life  history  of  the  various  beings  in  question  has 

'  Lindemaiin's  observations  have  not  yet  been  confirmed,  otherwise  the  possi- 
bility alluded  to  here  would  be  now  established  facts.  Lindemaun's  work  has, 
however,  received  little  credence  in  most  quarters. 

*  Van  Beneden  and  Balbiani's  observations  show  that  certain  stages  are  as 
yet  hardly  known  by  zoologists,  generally  speaking. 
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been  made  out.  The  word  psorospermia  is  certainly  misleading, 
owing  to  change  which  has  taken  place  in  its  meaning  since  it  was 
introduced  by  Miiller. 

The  same  objection  cannot  be  offered  to  tbe  term,  psorospermic 
cyst,  for  whether  a  gregarina  becomes  converted  into  one,  four, 
sixteen,  or  more  psorospermia  after  becoming  encysted,  the  encysted 
gregarina  is  evidently  a  psorospermic  cyst.  On  the  other  hand,  if 
the  connection  between  these  cysts  and  gregarinse  is  doubted,  the 
term  does  not  cause  any  confusion.^  Finally,  unlike  tbe  name 
Coccidium  oviforme,  it  does  not  tend  to  create  the  belief  in  the 
existence  of  a  new  genus  of  Protozoa  at  a  time  when  such  an 
existence  is  problematic.  One  ditficulty  still  remains,  for  the  small 
germs  contained  in  the  oviform  bodies  of  the  rabbit's  liver  differ  in 
many  respects  from  the  ordinary  pseudo-navicellse  or  psorosperms  : 
they  are  more  like  the  germs  which  are  formed  within  the  psoro- 
spermia resulting  from  the  segmentation  of  an  encysted  gregarina  ; 
but  in  this  case  they  seem  to  be  formed  directly  without  the  inter- 
mediate stage  of  segmentation  (which  is  observed  when  these 
bodies  are  kept  in  water).  The  encysted  gregarina  would  therefore, 
under  certain  conditions,  be  capable  of  producing  germs  without 
previously  subdividing  into  smaller  psorosperms,  or  else  the  sub- 
division would  be  so  rapid  that  capsules  would  have  no  time  to 
form  round  the  segmentation  spheres.  If  this  were  the  case,  there 
would  be  on  the  whole  less  difference  between  the  oviform  bodies 
and  psorospermia  than  one  would  primd facie  be  inclined  to  recog- 
nise. In  one  case,  i.  e.  within  the  body,  the  large  mother-cell  would 
directly  give  rise  to  germs ;  in  the  other  case,  i.  e.  in  water  outside 
the  body,  the  germs  would  be  produced  by  four  or  more  daughter- 
cells,  smaller,  but  differing  little  in  structure  from  the  mother-cell. 
The  influence  of  heat  and  parasitism  and  possibly  of  conjugation 
might  have  a  considerable  influence  in  the  production  of  this  short- 
circuiting  of  the  process  of  multiplication. 

After  all,  the  name  psorospermia  as  applied  to  the  egg-shaped 
bodies  is  not  so  misleading  as  has  been  assumed  ;  but  when  speaking 
of  the  psorospermia  of  mammals  it  would  be  better  to  qualify  them 

'  It  is,  however,  essential  to  distinguish  between  these  developmental  cysts 
and  the  anatomical  cysts  which  might  be  canstd  in  organs  by  the  presence  of 
psorospermia,  owing  to  tlieir  accunnilation  or  to  the  obstruction  of  ducts  which 
they  cause.  If  owing  to  this  difficulty  a  new  term  is  required,  then,  perhaps, 
the  word  coccidium  might  be  used  as  indicating  a  stage. 
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by  the  name  of  oviform  psorospermia,  as  has  been  done  by  several 
authors.  All  these  difficulties  will  be  removed,  however,  if  it  can 
be  definitely  proved  that  these  bodies  are  gregarinse,  or  at  any  rate 
belong  to  the  gregarinidee,  and  undoubtedly  there  is  much  more 
evidence  in  favour  of  that  view  than  of  any  other. 


VIII.  Extracts  frovi  Dtifours  and  Hake's  papers. 

The  first  extract  is  simply  a  series  of  drawings  and  short  descrip- 
tions of  the  gregarinse  which  Dufour  had  already  discovered  about 
the  year  1830.^  The  other  extracts  are  taken  from  Hake's  work,  and 
show  how  carefully  that  author  had  observed  the  psorospermia  of  the 
rabbit.  The  plate,  which  is  partly  reproduced  in  the  accompanying 
fac-similes,  shows  that  Hake  had  even  observed  most  of  the  deve- 
lopmental stages  of  the  organism.  His  descriptions  will  certainly 
sound  strange  at  the  present  day,  but  if  it  be  remembered  that  his 
observations  were  published  the  same  year  as  Schwann's  classical 
work  was,  it  will  be  evident  that  many  of  the  words  he  uses  had 
not  the  same  meaning  then  as  they  have  now.  That  his  facts 
attracted  attention  at  the  time  is  shown  by  Nasse's  criticism,  but 
Nasse  was  not  more  correct  in  his  interpretation  than  Hake  had 
been.  Gluge's  notice  of  the  subject,  which,  as  far  as  I  know,  has 
generally  been  overlooked,  shows  that  between  the  time  of  Hake's 
publication  and  1850  an  idea  had  prevailed  that  there  might  be  a 
connection  between  cancer  and  the  oviform  bodies  so  common  on 
the  rabbit's  liver. 

T.  G.  Hake,  '  A  Treatise  on  Varicose  Capillaries  as  constituting 
the  Structure  of  Carcinoma  of  the  Hepatic  Ducts.'  London,  1889. 
A  few  short  extracts  in  which  the  description  of  the  "  ovate  corptis- 
cles"  is  given. 

Page  1. — "  There  is  a  disease  of  the  liver  in  the  rabbit  which 
consists  of  carcinomatous  enlargement  of  the  ducts,  but  manifests 
itself  under  the  apparent  form  of  small  abscesses. 

"  This  apearance  is  owing  to  dilatations  of  the  ducts,  which  occur 
at  regular  intervals.  These  dilatations  may  be  either  few  in 
number,  or  so  numerous  as  to  occupy  the  greater  portion  of  the 
substance  of  the  liver,  and  to  be  seen  through  the  peritoneum  to 
cover  numerous  points  of  its  surface. 

1  See  p.  394. 
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L.  Dufour  (iv,  p.  12).     Reproduction  of  part  of  Plate  I  a. 

1.  Gregarina  sphserulosa,  Dufour  (PI.  1  A,  fig.  4).   Subspbaerica  alba,  ceplialo- 
thorace  abdominis  adaequante. 

Hob.  in  ventriculo  Aldipodarum  et  Qryllotalpas. 

The  smallest  kind  about  the  size  of  a  very  fine  entomological  pin's  head.     Very 
large  numbers  found  in  the  Gryllotalpa, 

2.  Oregarina  soror,  Dufour  (PI.    I  A,  fig.   5).      Subspbaerica   alba,  cephalo- 
thorace  abdominis  dimidiam  partem  adaequante. 

Hab.  in  intestino  recto  Phymatae  crassipedis. 
Perhaps  a  variety  of  the  last. 

3.  Gregarina  ovata,  Dufour  (PI.  I  A,  fig.  6).    Ovata,  utriusque  obtusa  ;  cephalo- 
thorace  abdominis  quartam  partem  adaequante. 

Mob.  in  ventriculo  Orylli  campestris  et  Forficulse. 

4.  Gregarina   conica,   Dufour    (PI.  I  A,   fig.  7).      Oblongo-conica ;   cephalo- 
thorace  subgloboso  abdominis  tertiam  partem  adaequante. 

Hab.  in  ventriculo  Coleopterorum  et  Gryllorum. 

5.  Gre^g'arinrt  A^a/occpArtia,  Dufour  (PI.  I  A,  fig.  8).     Oblongo-conica;  cephalo- 
thorace  heraisphaerico  diaphano,  abdominis  quartam  partem  subadaequante. 

Hab.  in  ventriculo  Tridactyli. 

Found  abundantly  in  Tridactylus  variegatus. 

6.  Gregarina  oblonga,  Dufour  (PI.  I  A,  fig.  9).     Oblouga  flavescens  conico- 
cylindroidea  ;  cephalothorace  abdominis  quintam  partem  vix  adaequante. 

Hab.  in  ventriculo  (EdipodcB  nigratorix  et  Grylli  campestris. 
This  is  the  only  yellow-coluurcd  species. 


GREGAKINOSIS    VEL    PSOROSPERMOSIS. 
Woodcut  18. 
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Fac-simile  of  part  of  Plate  VI  in  Hake's  work. 

In  this  plate  the  microscopic  appearances  of  the  matter  of  cancer  are  repre- 
sented, together  with  the  change  which  the  blood  and  bile  undergo  in  carcinoma 
of  the  hepatic  ducts.     The  figures  are  magnified  about  300  times. 

Fig.  1. — The  normal  form  of  the  ovate  corpuscles  of  the  matter  of  cancer 
found  in  the  gall-bladder,  ducts  of  the  liver,  and  intestines. 

Fig.  2. — A  deviation  from  the  normal  form,  in  which  the  central  nucleus  is 
expanded  to  almost  the  size  of  its  ovate  capsule. 

Fig.  3. — The  same  form,  in  which  the  central  nucleus  has  lost  some  of  its 
molecules. 

Fig.  5. — The  normal  form  of  the  corpuscle,  with  its  nucleus  partially  deprived 
of  molecules. 

Fig.  6. — The  central  nucleus  remaining  after  having  lost  its  molecules. 

Fig.  7. — Central  nuclei  which  have  escaped  from  their  ovate  capsules,  and  are 
deprived  in  different  degrees  of  their  molecules. 

Fig.  8. — An  ovate  capsule  deprived  of  its  nucleus. 

Figs.  9 — 13. — Deviations  from  the  normal  form  of  pus-corpuscle  found  in 
the  duodenum. 

Figs.  14 — 16. — The  same  found  in  the  stomach  mingled  with  chyme. 
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"  I  had  been  recently  engaged  in  investigating  the  characters  of 
pus,  as  developed  under  the  various  aspects  of  disease,  and  the  first 
step  of  mv  inquiry  into  the  affections  of  the  ducts  was  to  examine, 
by  the  aid  of  the  microscope,  the  purulent  fluid  which  they  con- 
tained, although  with  no  other  expectation  than  of  finding  some 
known  variety  of  the  pus-globule. 

"  This  fluid,  however,  proved  to  be  of  a  nature  different  from 
that  of  common  matter ;  it  consisted  of  ovate  coi*puscles  several 
times  larger  than  the  globules  of  ordinary  pus.  These  corpuscles 
contained  within  their  exterior  oval  capsule  a  central  nucleus  of  a 
circular  form,  corresponding  generally  in  size  to  the  greatest 
transverse  diameter  of  the  exterior  capsule,  though  varying  from 
that  to  the  entire  length  of  the  oval  envelope.  Within  the  central 
nucleus  numerous  molecules  were  embedded,  some  of  greater 
and  others  of  less  size  than  those  which  may  be  exposed  in  the 
common  pus-globule  by  means  of  the  solvent  action  of  strong 
acetic  acid  (see  Plate  VI). 

"A  formal  examination  of  the  general  characters  of  the  disease 
and  of  its  relations  led  me  to  observe  that  the  gall-bladder,  cystic 
duct,  and  ductus  commun,  is  choledochus,  as  well  as  the  hepatic 
ducts,  were  all  distended  with  the  fluid.  From  the  common  duct 
it  passed  freely  into  the  duodenum,  with  the  contents  of  which,  as 
well  as  with  tho^e  of  the  stomach  and  general  intestines,  it  was 
mixed  in  considerable  quantity.  In  two  instances  there  was  an 
obstruction  to  the  passage  of  the  fluid  from  the  gall-bladder  to 
the  cystic  duct.  In  one  of  them  the  gall-bladder  was  distended 
with  a  purulent,  in  the  other  with  a  greenish  transparent  fluid  ; 
but  the  ovate  corpuscles  were  found  within  it  in  both  cases." 

Page  7. — "Dr.  Carswell, in  his  elegant  *  Illustrations  of  the  Ele- 
mentary Forms  of  Disease,'  has  supplied  a  drawing  of  the  affection 
of  which  this  paper  treats,  and  has  the  entire  merit  of  having 
ascertained  that  it  existed  in  the  ducts." 

Page  9. — "  The  purulent  matter  found  within  the  diseased  hepatic 
ducts  of  the  rabbit,  when  examined  by  the  assistance  of  the  micro- 
scope, is  seen  to  consist  of  two  principal  parts,  a  serous  (fluid)  and 
ovate  corpuscles.  The  latter  bodies  .  .  .  are  semi-transparent ; 
in  form  they  resemble  ova,  but  cannot  be  considered  as  such  for 
various  reasons." 

•'  The  membranous  capsules  (Plate  VI)  are  constantly  seen  dis- 
engaged  from  their  nuclei  j   the   latter  are  found  without  their 
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ovate  capsules,  while  perfect  in  every  other  respect.  Again,  these 
circular  nuclei,  which  differ  in  size,  whether  contained  within  or 
disengaged  from  their  capsule,  are  sometimes  partially  or  entirely 
freed  of  their  molecules,  while  the  latter,  either  single  or  in  groups, 
remain  as  the  serum  unaltered. 

"Fragments  of  the  ovate  capsules  also  abound  in  the  same  medium 
under  various  though  oftentimes  regular  form. 

"  Again,  although  the  molecules  of  the  ovate  corpuscles,  which 
vary  much  in  size,  are  occasionally  much  smaller,  they  are  fre- 
quently of  nearly  the  same  diameter  as  the  common  pus-molecule  ; 
and  in  each  circular  nucleus  there  appear  one  or  two  molecules  of 
a  much  larger  size.  Acetic  acid  does  not  appear  to  act  on  the  ovate 
corpuscles  except  by  the  aid  of  slight  pressure." 

December  2lst,  1889.1 


9.   Cystic  kidney  in  a  horse.     [Card  specimen.) 
By  W.  G.  Spencer,  M.B. 

FROM  a  pony,  aged  12  years,  which  worked  until  two  days  before 
death.     It  was  supposed  to  have  died  of  colic. 
The  two  kidneys  were  both  affected,  and  weighed  about  1  cwt. 
There  was  a  little  healthy  kidney  structure. 

December  17  th,  1889. 


10.  Retroflexion  of  the  uterus  in  a  monkey.     (Card  specimen  ) 
By  Wai.ter  K,  Sibley. 

THE  reproductive  organs  of  a  monkey  {Gerievus  octheops)  which 
died  in  the  Zoological  Society's  Gardens  from  peritonitis  fol- 
lowing abscess  of  the  liver. 

'  An  abstract  of  the  first  part  of  the  paper  was  read  on  that  date,  and 
nothing  has  been  added  to  the  facts  mentioned  then.  But  the  Appendix  has  been 
in  great  part  prepared  since. 
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The  preparation  shows  a  marked  retroflexion  of  the  fundus  of 
the  uterus,  together  with  some  twisting  of  the  body  of  the  organ  to 
the  right. 

Small  cysts  about  the  size  of  peas  are  present  in  each  ovary, 
especially  the  left.  March  Mh,  1890. 


11.  Adenoma  [erosion]  of  the  os  uteri  in  monkeys. 

By  J.  Bland  Sutton  and  C.  G-ordon  Brodie. 

'acaqtje  monkeys  and  baboons  menstruate  after  the  same  fashion 
as  women,  and  seem  to  be  liable  to  similar  irregularities  in 
the  duration,  amount,  and  sequelae  of  this  extraordinary  pheno- 
menon. Systematic  observation  of  several  macaques  showed 
that  they  were  liable  to  menorrhagia  and  leucorrhoea  ;  when  occa- 
sion offei'ed,  a  macaque  which  had  a  profuse  vaginal  discharge  was 
killed  and  the  uterus  removed  before  it  had  lost  its  tissue-life,  and 
carefully  hardened.  Examination  of  this  and  similar  specimens 
showed  the  mucous  membrane  of  the  cervical  canal  to  be  tumid,  of 
a  florid  red  colour,  dotted  with  minute  bright  red  spots.  This 
tumid  mucous  membrane  projected  from  the  os,  and  resembled  in 
every  way  the  condition  it  is  the  custom  to  call  in  gynaecology 
"erosion  of  the  os  uteri." 

After  hardening  the  parts,  sections  were  prepared  for  the  micro- 
scope in  such  a  way  as  to  include  the  os  externum,  the  cervical 
canal,  and  the  portio  vaginalis. 

Under  a  low  power,  the  mass  protruding  from  the  os,  as  well  as 
a  polypoid  projection  some  distance  up  the  canal,  resembled  an 
adenoma,  and  the  structure  was  in  every  way  identical  with  that 
described  as  characteristic  of  "  erosions  "  in  women.  The  acini  or 
recesses  of  the  glandular  masses  were  lined  with  a  regular  layer  of 
large  columnar  epithelium,  many  of  the  recesses  being  filled  with  a 
homogeneous  material  which  refused  stain. 

We  are  of  opinion  that  the  profuse  discharge  which  is  so  constant 
an  attendant  on  this  condition  is  to  be  attributed  to  excessive 
secretion  furnished  by  enlargement  of  the  glando  which  normally 
beset  the  cervical  canal.  The  agent  which  determines  this  over- 
growth of  glands  has  yet  to  be  detected.         December  Srd,  1889. 
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Woodcut  19. 


I'ortio  vaginalis 


Sagittal  section  of  the  cervix  uteri  of  a  macaque  monkey  afftcted  with 
adeuoiua  (erosion,  so  called). 
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1.2.   Carcinoma  {?  duct  cancer)  of  all  the  mammary  glands  of  a 
cat  {from  the  Brown  Institution). 

By  W.  G.  Spencer,  M.B. 

THE  anterior  "wall  of  the  abdomen  and  thorax  of  an  adult  female 
cat,  with  the  thoracic  viscera  attached,  were  shown  along  with 
microscopic  specimens  of  the  mammary  glands,  lymphatic  glands, 
and  of  the  lungs. 

During  life  the  position  of  the  eight  mammary  glands  was  found 
to  be  occupied  by  tumours,  from  \  inch  to  1^  inches  in  diameter.  The 
nipples,  especially  the  hinder  ones,  were  prominent,  and  from  them 
a  fluid  of  an  irritating  character  had  passed  out,  for  the  skin  was 
excoriated,  and  the  animal  had  constantly  licked  itself,  but  no  ulce- 
ration, either  of  the  skin  or  nipples,  was  pi*esent. 

On  post-mortem  examination  the  tumours  appeared  to  consist 
mainly  of  caseous  material,  but  with  some  firmer  portions  at  the 
periphery.  From  the  mammary  glands  hardened  lymphatics  could 
be  felt,  extending  to  the  root  of  the  neck,  superficial  to  the  sternum, 
but  are  less  apparent  to  touch  now  that  the  specimen  has  been  in 
spii"it.  An  enlarged  lymphatic  gland  is  present  in  the  root  of  the 
neck  on  the  right  side,  and  the  anterior  mediastinal  lymphatic 
glands  are  similarly  enlarged,  and  partly  caseous  on  section.  The 
lungs  are  studded  with  a  number  of  small  nodules,  from  a  pin's 
point  to  2  mm.  in  diameter.  When  fresh  they  had  a  glistening 
semi-translucent  appearance.  Therefore,  superficially,  the  whole 
disease  looked  like  tuberculosis.  The  rest  of  the  animal  was  quite 
healthy. 

On  microscopic  examination  the  larger  part  of  the  several  tumours 
is  found  to  be  composed  of  caseous  material,  but  at  the  periphery 
some  parts  of  the  new  growth  remain.  This  new  growth  consists 
of  carcinoma ;  there  are  no  signs  of  inflammation  or  of  tubercle. 
The  lymphatic  glands  consist  partly  of  carcinoma,  partly  of  caseous 
material.  The  nodules  in  the  lungs  consist  entirely  of  epithelial 
cells,  without  any  degeneration,  and  without  affecting  the  sur- 
rounding lung-tissue.  The  microscopic  examination  agrees  with 
the  naked-eye  appearances  that  the  carcinoma  started  in  the  ducts. 

The  specimen,  therefore,  illustrates  two  points  : 
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(1)  A  carcinoma  of  all  the  mammary  glands,  most  marked  in  the 
hinder  ones,  has  grown  apparently  from  the  ducts,  and  secreted  by 
the  nipples  an  irritating  fluid.  At  the  same  time  the  new  growth 
had  a  great  tendency  to  undergo  degeneration  both  in  the  mammae 
and  in  the  lymphatic  glands.  The  degeneration  is  seen  to  have 
progressed  by  the  breaking-down  cells,  the  nuclei  of  which  still 
appear  at  the  margin,  shrivelled  but  staining.  It  is  open  to  con- 
jecture whether  the  degeneration  was  not  a  perverted  production  of 
milk  by  the  cells  of  the  cancer,  and  therefore  whether  the  term 
"  caseous  "  is  not  in  this  case  the  correct  term. 

(2)  Extension  has  taken  place  by  the  lymphatics  leading  directly 
to  the  thoracic  and  right  lymphatic  ducts.  In  this  way  the  disease 
gained  the  pulmonary  circulation.  But  it  had  advanced  no  further. 
Therefore  the  emboli  were  large  enough  to  stick  in  the  capillaries 
of  the  lung.  It  would  have  extended  to  the  general  circulation 
without  doubt  in  a  short  time  by  the  communication  of  the  nodules 
in  the  lung  with  the  pulmonary  veins. 

Three  microscopic  sections  were  shown  of  the  growth  in  the 
mammae,  lymphatic  glands,  and  lungs.  March  4ith,  1890. 


13.    Retro-renal   steatoma  from   a  fox-terrier    bitch.       [Card 

specimen.) 

By  Leopold  Hudson. 

THIS  tumour  was  removed  from  a  pedigree  fox-terrier  bitch  14 
years  of  age.  It  had  been  growing  for  five  years. 
Its  weight  is  12  lbs.  4^  oz.  It  was  situated  entirely  behind  the 
peritoneum,  and  occupied  almost  the  entire  abdominal  cavity, 
pushing  the  intestine  upwards  and  to  the  left,  while  the  right 
kidney  was  displaced  forwards  and  inwards.  It  appeared  to 
originate  in  the  fatty  tissue  behind  the  right  kidney.  The  right 
Fallopian  tube  and  ovary  are  stretched  out  over  the  surface  of  the 
growth. 

It  consists  entirely  of  hard  fat,  and  in  its  centre  is  a  mass  of 
partly  decolourised  blood-clot. 

The  specimen  is  preserved  in  the  museum  of  the  College  of 
Surgeons.  March  4;th,  1690. 

26 
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14.  Epithelioid  horn — mouse.     {Card  specimen.) 
Bj  W.  G.  Spencer,  M.B. 

1-^HEEE  is  a  large  sebaceous  horn  on  the  right  side  of  the  head, 
and  another  small  one.     The  mouse  was  caught  in  West- 
minster Abbey,  and  was  thought  before  capture  to  have  two  heads. 
Microscopic  section  from  the  base  of  the  growth  shows  that  it 
originated  from  the  epithelium. 

December  17th,  1889. 
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CYSTIC  disease  of  the  left  breast  followed  by  atrophic  scirrhua  of  the  right 

(T.  W.  Nunn)  .  .  .  .  .  .224 
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DIABETES  MELLITUS  associated  w-ith  Addison's  disease  (S.  "West)  .     271 
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DUODENITIS,  the  pathology  of  (W.  Hunter)                 .                 .  .105 

DUODENUM  from   a  horse,  prolapse  of  part  of  the  wall  of  the  stomach 
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,,  of  nipple,  preceded  by  carcinoma  of  breast  (G.  Barling) 

ENCEPHALOCELE,  occipital  (S.  Paget) 

ENDOCARDITIS,  disease  of   heart  with  right-sided  (Card  specimen). 
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ENTERITIS  following  carcinoma  of  the  root  of  the  lung  (Card  specimen). 

(H.  Haudford)  .  .  .  .  ."  .37 

EPITHELIAL   tumour   of   soft    palate   (Card    specimen).      (II.    Betham 

Robinson)  .  .  .  .  •  .83 
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„  spontaneous  fracture  of  gall-stone  (Card  specimen)  .  .  .     160 
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„  rupture  of  (Card  specimen).     (R.  G.  Hebb)  .  .  .41 

„  case  of  rupture  of  mitral  valve  (W.  Hale  White)    .  .  .42 

„  ulcerative  endocarditis  (N.  Moore)  .  .  .  .53 

„  congenital  malformation  of  (N.  Moore)     .  .  .  .55 

„  disease,  congenital  (Card  specimen).  (R.  G.  Hebb)    .  .  56-58 

„  congenital  disease  of,  with  right-sided  endocarditis  (Card  specimen). 

(H.  W.  G.  Mackenzie)  .  .  .  .  .58 

Hebb  (R.  G.),  defect  of  cardiac  septum  (interventricular).     Congenital  heart 

disease  (Card  specimen)  ....  57,  58 
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(H.  Handford)  ......     140 

HERMAPHRODITISM  in  the  female  (S.  G.  Shattock)  ,  .  .196 

HERNIA  of  the  vermiform  appendix,  retro-peritoneal  (C.  B.  Lockwood)     .  118 
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INTUSSUSCEPTION  of  the  jejunum  in  an  adult  due  to  a  polypus  (W.  Hale 
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